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From  the  Executive  Director 


QA  Solution  for  Community  Pharmacy 


Pharmacy  services  will  continue  to  be  scrutinized  for  quality 
just  like  the  rest  of  health  care.  Many  reasons  might  be  cited  but 
let  me  suggest  two.  Drugs,  when  used  inappropriately,  can  cause 
harm.  Although  the  number  may  be  small,  errors  continue  to  be 
made  filling  prescriptions. 

One  aspect  of  the  MMA  of  2005  is  an  emphasis  on  "pay  for 
performance."  Recently  Mark  B.  McClellan.  MD.  PhD, 
Administrator  of  the  Centers  for  Medicare  and  Medicaid  Services" 
(CMS),  announced  the  formation  of  the  Pharmacy  Quality  Alliance 
(PQAi. 

"Pharmacists  have  shown  that  they  can  add  much  more-  helping 
people  find  lower  cost  drugs  like  generics,  helping  people  with 
multiple  illnesses  understand  how  to  use  their  medications, 
improving  compliance.  All  of  these  things  can  improve  quality  of 
care  and  reduce  overall  health  care  costs.  This  helps  us  get  to  a 
health  care  system  that  provides  the  right  care  for  every  person 
every  time"  said  McClellan. 

While  the  primary  goal  of  PQA  will  be  to  develop  strategies  to 
define  and  measure  pharmacy  performance.  McClellan  also  said 
CMS  expects  the  efforts  of  PQA  could  lead  to  new  pharmacy 
payment  models  for  optimizing  patient  health  outcomes. He  said 
CMS  is  very  interested  in  supporting  the  testing  and  development 
of  such  models. 

McClellan  said  pharmacists  have  more  to  offer  to  improve 


quality  and  reduce  costs  in  our  overall  health  care  system,  but  that 
may  require  changes  in  the  way  pharmacy  care  is  financed  and 
delivered. 

It  sounds  like  CMS  may  use  the  PQA  to  develop  standards  for 
pharmacy  performance  and  thus  reimbursement  levels.  Are  you 
prepared  by  having  quality  improvements  built  into  your 
operations?  CMS  requires  PBMs  to  have  quality  assurance 
programs  in  place  in  their  network  pharmacies.  Although  there  has 
not  been  a  great  deal  of  emphasis  placed  on  this  activity  yet,  many 
feel  that  after  MTM  is  implemented,  quality  improvement  programs 
will  be  the  next  target.  Are  you  prepared? 

NCAP  is  offering  a  tool  to  help  you  meet  this  requirement  and 
also  meet  the  requirements  of  NC  Bill  1493  which  requires 
pharmacy  permit  holders  to  have  a  quality  assurance  program  in 
place.  The  program.  Pharmacy  Quality  Committment  (PQC),  is 
web-based  and  designed  to  assist  with  summary  reporting  and 
record  keeping  of  quality  related  events.  The  program  is  a  secured, 
subscription-based  system  designed  as  a  national  standard  for 
quality  improvement  programs.  Another  component  of  the  program 
for  community  pharmacy  providers  is  the  20  best  practices  that 
can  keep  errors  from  reaching  patients.  Additional  information  on 
the  new  Pharmacy  Quality  Commitment  program  can  be  found  on 
the  NCAP  Web  site  at  www.ncpharmacists.org  or  by  calling  919- 
967-2237. 
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What  Your  Patients  Expect  From  You 

As  you  go  about  your  responsibilities  each  day,  you  probably  aren't  thinking.  '"What  do  my  patients 
expect  from  me  as  their  pharmacist?"  However,  if  you  did  take  some  time  to  think  about  it,  you  might  be 
surprised  about  the  kinds  of  things  that  come  to  mind.  In  the  end.  the  expectations  from  us  as  pharmacists  are  probably 
greater  than  we  would  guess,  and  maybe  even  greater  than  what  patients  themselves  realize. 

The  basis  of  their  expectations  is  trust  in  you  as  their  pharmacist  and  in  our  profession.  As  a  result  of  the  trust  that 
society  has  for  our  profession,  a  covenant  exists  between  you  and  your  patient.  As  pharmacists,  we  are  obligated  to  help 
patients  get  the  most  benefit  out  of  their  drug  therapy  and  to  do  it  as  safely  as  possible.  It's  in  our  Code  of  Ethics. 

This  issue  of  North  Carolina  Pharmacist  focuses  on  quality  assurance.  We  consider  medication  therapy  management 
services  to  be  our  domain.  Our  covenant  with  society  and  our  patients  requires  that  we  ensure  quality  as  we  advise, 
educate,  counsel  and  monitor  drug  therapy.  The  complexity  of  drug  therapy  regimens  and  the  significant  challenges  of 
daily  pharmacy  practice  require  that  we  use  resources  and  tools  available  to  help  us  manage  our  responsibility  in 
ensuring  optimal  drug  therapy  outcomes. 

Patients  assume  that  we  ensure  quality  in  every  aspect  of  practice.  They  may  not  care  or  understand  the  details  of 
how  it  happens,  only  that  the  products  and  services  provided  to  them  as  a  result  are  high  quality.  They  trust  that  we  are 
looking  out  for  their  best  interests  and  safety.  After  an  encounter  with  a  pharmacist,  patients  should  be  comfortable  and 
confident  about  their  ability  to  use  their  medications.  That  is  the  result  of  quality  assurance  activities  in  our  practices 
and  it  should  contribute  to  patient  satisfaction. 

There  is  a  common  theme  about  a  patient's  expectation  from  a  pharmacist  despite  the  fact  that  our  activities  and 
responsibilities  are  as  diverse  as  our  practice  settings.  We  may  be  spending  time  directly  with  a  patient  providing  advice 
and  education,  consulting  with  a  prescriber  about  selecting  or  modifying  therapy,  clarifying  appropriate  product  selection 
with  an  insurance  company,  or  reviewing  records  or  other  patient  specific  information.  When  the  process  is  complete 
and  the  patient  has  received  products  or  services,  they  believe  that  the  pharmacist  has  determined  that  the  medication  is 
the  right  option  for  them  and  the  information  and  advice  provided  is  accurate  and  complete.  This  is  the  case  each  and 
every  time  that  a  pharmacist  completes  an  encounter  with  a  patient.  That  is  what  the  covenant  is  all  about. 

Are  you  meeting  that  expectation  for  your  patients?  I  am  confident  that  you  are  because  I  know  that  pharmacists  are 
conscientious  and  competent  in  accomplishing  their  responsibilities.  With  experience,  we  become  very  skilled  and 
efficient  in  our  activities  that  some  of  the  important  steps  we  commonly  perform  to  ensure  efficacy  and  safety  are 
almost  subconscious.  But  they  still  occur.  Because  we  know  that  patients  trust  us. 

Maybe  you  are  not  convinced  that  this  is  what  our  patients  really  expect  from  us.  Maybe  you  think  that  they  want 
products  and  services  in  the  fastest,  least  expensive  and  most  convenient  manner  possible.  I  can't  deny  that  these  things 
might  be  important  to  them,  but  they  really  want  those  things  only  if  they  also  know  that  they  can  trust  the  pharmacist 
to  make  sure  that  it's  the  best  thing  for  them.  Otherwise,  they  want  to  know  what  would  be  better  because,  they  trust 
their  pharmacist. 

Try  this  if  you  are  interested:  Pick  a  few  of  your  patients  each  day.  It  doesn't  matter  if  you  are  speaking  to  them  at 
the  counter  in  the  community,  or  taking  care  of  monitoring  their  therapy  during  a  hospital  stay,  or  reviewing  their 
medical  record  during  a  nursing  home  visit.  When  you  complete  your  service  and  advice  to  them  or  on  their  behalf, 
consider  whether  you  have  accomplished  your  responsibility  to  ensure  that  they  are  receiving  appropriate  therapy  in  the 
safest  manner  possible.  Based  on  your  training  and  your  commitment  as  a  pharmacist,  you  will  know  if  you  are 
fulfilling  the  covenant  between  society  and  our  profession. 


Keep  up  the  good  work. 


Dennis  Williams.  PharmD 
President.  NCAP 
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What  You  Need  to  Know 


by  Carole  W.  Cranor,  RPh.  PhD 

Associate  Director 

NC  Center  for  Pharmaceutical  Care 

The  Institute  of  Medicine  brought  the 
issue  of  medical  errors  to  the 
forefront  in  its  1999  report  "To  Err 
is  Human."  This  report  found  that  98.000 
people  die  each  year  in  the  US  as  a  result  of 
medical  errors  and  that  7.000  of  those  deaths 
are  due  to  medication  errors.  Since  then 
several  new  pieces  of  legislation  aimed  at 
reducing  such  errors  have  taken  effect. 
North  Carolina  pharmacists  are 
now  required  by  State  and  Federal 
law  to  implement  programs  to 
improve  the  quality  of  pharmacy 
practice  and  the  safety  of  our 
patients.  NCAP  is  committed  to 
supporting  this  legislation,  creating 
a  culture  of  safety  in  NC  pharmacy, 
and  providing  resources  to  help  pharmacists 
comply  with  the  legislation. 

Creating  a  Culture  of  Safety 

A  culture  of  safety  in  pharmacy  is  one 
that  emphasizes  the  importance  of 
continuous  quality  improvement  and  creates 
a  blame-free,  shame-free  working 
environment.  Such  a  working  environment 
encourages  staff  to  monitor  and  report  their 
quality  related  events  (QREs)  so  that  these 
QREs  can  be  summarized  and  used  to 
improve  the  quality  of  care  and  reduce 
QREs  in  the  future.  A  QRE  is  defined  as 
any  deviation  from  the  standard  of  care.  A 
QRE  includes  "near  misses"  as  well  as 
errors  that  reach  the  patient.  Common  types 
of  QREs  include  not  only  wrong  patient, 
wrong  drug,  wrong  route,  wrong  dose,  and 
wrong  directions,  but  also  overlooked 
patient  allergy  and  undetected  drug-drug  or 
drug-disease  interactions. 

Did  you  know  that  if  your  pharmacy 
accurately  dispenses  99.99r  of  your 
prescriptions  (nearly  perfect),  there  will  be 
on  average  one  medication  error  every 


week?  Are  you  comfortable  with  that  error 
rate  in  your  pharmacy? 

What  is  the  rate  of  errors  that  reach  the 
patients  in  your  pharmacy?  How  many 
potential  errors  (near  misses)  occur  each 
week?  Do  you  know  what  your  most 
common  near  miss  is?  Is  there  a  day  of  the 
week  or  time  of  day  when  your  error/near 
miss  rate  is  higher  than  other  days.  If  so.  do 
you  know  the  reason  for  the  increase  on 
those  days.'  What  have  you  done  to  decrease 
the  error  rate  or  to  improve  the  quality  of 
your  dispensing  in  the  last  month?  Do  you 


"Did  you  know  that  if  your  pharmacy 
accurately  dispenses  99.9%  of  your 
prescriptions  (nearly  perfect),  there  will  be  on 
average  one  medication  error  every  week?" 


meet  regularly  with  your  staff  to  review  and 
discuss  errors  and  near  misses?  Do  you 
encourage  your  staff  to  record  all  of  these 
events?  Are  they  confident  that  they  will  not 
be  punished  if  they  report  QREs?  Do  you 
actually  reward  them  for  reporting  QREs'1 
These  are  all  questions  that  must  be 
answered  in  developing  and  maintaining  a 
culture  of  safety  and  complying  with  new 
laws.  NCAP  has  undertaken  several 
initiatives  to  help  pharmacists  comply  with 
these  new  laws. 

Recent  Legislation 

Recent  State  and  Federal  regulations 
now  require  pharmacies  to  implement  some 
type  of  quality  improvement  program. 
These  four  laws  apply  to  practices  in 
community  pharmacies:  ( 1 )  NC  House  Bill 
1493.  "An  Act  Establishing  the  Pharmacy 
Quality  Assurance  Protection  Act  to 
Facilitate  Continuous  Review  of  the 
Practice  of  Pharmacy."  (2)  the  Federal 
Patient  Safety  and  Quality  Improvement  Act 
of  2005.  (3)  the  National  Medical  Error 
Disclosure  and  Compensation  (MEDIC) 


Act   of  2005.   and   (4)   the   Medicare 
Modernization  Act. 

NC  Pharmacy  OA  Act  (source:  http:// 
www.ncbop.org/news.htm) 

NC  House  Bill  1493  went  into  effect 
January  1.  2006.  The  act  requires  each 
North  Carolina  pharmacy  permit  holder  to 
establish  or  participate  in  a  pharmacy 
quality  assurance  (QA)  program  that 
evaluates  the  following:  ( 1 )  the  quality  of 
the  practice  of  pharmacy,  (2)  the  cause  of 
all  alleged  medication  errors  and  incidents. 
(3)  pharmaceutical  care  outcomes,  (4) 
possible  improvements  for  the 
practice  of  pharmacy,  and  (5) 
methods  to  reduce  alleged 
medication  errors  and  incidents. 
QA  programs  may  be  established 
by  the  permit  holder,  a  pharmacy 
association,  or  a  quality 
assurance,  medical,  or  peer  review 
committee  established  by  a  healthcare 
provider  or  healthcare  facility. 

The  proceedings  of  a  QA  program  and 
its  records  are  confidential  and  are  not 
considered  public  record.  A  person 
attending  a  QA  meeting  will  not  be  required 
to  testify  in  any  civil  action,  administrative 
hearing  or  Board  of  Pharmacy  investigation 
regarding  the  proceedings  of  the  QA 
program. 

Within  10  days  of  receipt  of  written 
notice  from  the  Board  regarding  an  alleged 
medication  error  or  incident,  the  pharmacy  "s 
designated  agent  shall  provide 
documentation  of  any  alleged  medication 
error  or  incident  committed  by  the 
pharmacist  under  investigation  within  the 
1 2  months  preceding  receipt  of  the  notice, 
when: 

a.  the  alleged  error  or  incident  resulted  in 
any  of  the  following:  ( 1 )  a  physician  or 
emergency  room  visit.  (2)  hospitalization 
overnight  or  longer,  or  (3)  a  death. 

b.  The  Board  has  initiated  a  disciplinary 
proceeding  against  the  pharmacist  in  any 
proceeding  as  a  result  of  the  investigation. 
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Unless  the  documentation  relates  to  the 
error  that  was  the  cause  of  the  investigation, 
the  Board  may  review  the  documentation 
only  after  it  has  made  findings  of  fact  and  it 
may  use  the  documentation  in  determining 
any  remedial  disciplinary  action  imposed. 
Many  other  states  are  implementing 
similar  acts,  including  California,  Texas. 
Florida,  and  Massachusetts. 

Federal  QA  Law 

The  new  Federal  law  is  designed  to 
improve  patient  safety  and  reduce  medical 
errors.  It  provides  guidelines  for  collecting, 
summarizing,  and  disseminating  data  and 
allows  confidential  reporting  of  medical 
errors.  The  data  will  be  analyzed  by  patient 
safety  organizations  (PSO)  and  summarized 
and  shared  with  providers  so  the 
information  can  be  used  to  prevent  future 
errors.  The  Federal  law  is  administered  by 
the  Department  of  Health  and  Human 
Services. 
MEDIC 

MEDIC  is  designed  to  promote  a  culture 
of  safety  in  medicine  by  providing  liability 
protection  for  health  care  providers  who 
disclose  medical  errors  to  patients  and  offer 
to  negotiate  settlements.  It  also  establishes 
a  National  Patient  Safety  Database  that  is 
to  be  used  to  assess  trends  and  recommend 
strategies  to  reduce  errors  in  the  future. 
MMA 

The  Medicare  Modernization  Act 
requires  internal  medication  error 
identification  and  reduction  systems  and 
other  quality  assurance  systems. 

These  statutes  are  posted  on  the  NCAP 
web  page  (www.ncpharmacists.org). 

NCAP's  Task  Force  on 

Quality  and  Safety  in  Pharmacy 

To  guide  its  efforts  in  creating  a  culture 
of  safety  in  NC  pharmacy.  NCAP  has 
created  a  task  force  to  determine  what  role 
it  should  play.  This  Task  Force  on 
Promoting  Safety  and  Quality  in  NC 
Pharmacy  will  give  recommendations  to 
NCAP  on  what  NCAP  might  do  to  promote 
a  culture  of  safety  and  quality  within  NC 
pharmacy.  It  will  also  assess  what  is 
currently  happening  in  NC  regarding  quality 
and  safety  in  pharmacy  and  conduct  a 
survey  of  other  states  to  determine  what  they 
are  doing  in  this  area. 

The  task  force  membership  represents 
all  facets  of  pharmacy  practice  including 
independents,  chains,  hospitals,  long-term 
care,  UNC  and  Campbell  Schools  of 


Pharmacy,  and  the  NC  Board  of  Pharmacy. 
The  task  force  has  been  given  the  following 
specific  charges: 

1.  Determine  what  role  NCAP  should 
play  in  relation  to  the  Board  of  Pharmacy 
regarding  a  culture  of  safety  and  quality. 

2.  Determine  what  the  1493  QA  law 
means  for  creating  such  a  culture  and  what 
NCAP  should  do  in  relation  to  it. 

3.  Determine  what  educational  activities 
NCAP  should  be  involved  in  to  create  a 
culture  of  safety  and  quality. 

4.  Assess  what  tools  are  available  that 
should  be  promoted  to  facilitate  the  goals. 

5.  Determine  what  groups  will  need  to 
be  formed  to  facilitate  these  goals. 

6.  Determine  how  to  gain  support  for 
the  concept  of  safety  from  the  pharmacy 
profession.  NCAP  Board,  and  BOP. 

The  following  specific  activities  are  in 
progress  as  a  means  to  achieve  the  goals: 

1.  Conducting  a  survey  of  other  state 
pharmacy  societies  where  there  are  known 
QA  laws  that  affect  Pharmacy. 

2.  Creating  a  databank  of  best  practices 
that  will  be  used  to  support  a  culture  of 
quality  and  safety  in  NC. 

3.  Developing  a  metric  or  score  card  of 
patient  safety  that  will  measure  the  progress 
of  pharmacy  quality  and  safety  programs 
in  NC. 

4.  Developing  education,  credentialing 
and  certification  approaches  to  improving 
the  culture  of  quality  and  safety. 

The  task  force  hopes  to  conclude  its 
work  and  give  recommendations  to  the 
NCAP  Board  of  Directors  by  July  2006.  The 
final  recommendations  will  be  shared  in  this 
journal. 

From  Doubt  Will 
Come  Certainty 

by  .lax  Campbell.  US.  JD 

Executive  Duct  lot:  NC  Board  of  Pharmacy 

"If  a  man  will  begin  with  certainties,  he 
shall  end  in  doubts,  but  if  he  will  be  content 
to  begin  with  doubts,  he  shall  end  in 
certainties."    -  Sir  Francis  Bacon 

We  as  pharmacists  like  certainty  - 
especially  when  it  comes  to  regulatory 
matters.  That's  generally  a  good  thing.  But 
with  respect  to  the  new  quality  assurance 
statute  ("QA  statute").  1  ask  pharmacists  to 
follow  Sir  Francis'  advice,  and  be  content 
to  begin  with  doubts. 

Since  the  QA  statute  became  effective. 


Third  IOM  Report  Released 

The  next  Institute  of  Medicine  report, 
third  in  the  series  behind  To  Err  is  Human 
and  Crossing  the  Quality  Chasm,  is 
currently  scheduled  to  be  released  on 
May  18,  2006  The  report  is  entitled 
Identifying  and  Preventing  Medication 
Errors  NCAP  member  Rebecca  W 
Chater,  RPh,  MPH,  FAPhA,  Director  of 
Clinical  Services  at  Kerr  Drug  and 
President  of  the  NC  Board  of  Pharmacy, 
served  on  the  15-member  committee 
that  wrote  the  report  The  report  was 
commissioned  by  Congress  and 
sponsored  by  CMS  Visit  wwwiom.edu 
for  more  information 


I  have  received  many  phone  calls  from 
pharmacists  who  want  to  know  what  they 
have  to  do  to  come  into  compliance. 
Generally  the  question  is  something  along 
the  lines  of  "What  QA  product  has  (he  Board 
approved  as  compliant?"  The  disappointing 
answer  to  the  caller  is:  "None." 

Pharmacists  want  -  for  understandable 
reasons  -  to  be  told,— "if  you  buy  Acme 
Company's  QA  module  and  fill  out  all  the 
paperwork,  you're  fine."  They  want  to  be 
certain.  Certainty  of  this  sort,  however, 
comes  at  a  significant  price.  It  turns  the 
quality  assurance  effort  into  nothing  more 
than  a  record  keeping  function.  And  this.  I 
submit,  would  be  a  serious  departure  from 
the  purpose  and  goal  of  the  QA  statute. 

The  QA  statute  contains  little  detail.  It 
states  simply  that  a  pharmacy  must 
"establish  or  participate  in  a  pharmacy 
quality  assurance  program"  and  that  the 
program  evaluate:  ( 1 )  the  quality  of  the 
practice  of  pharmacy;  (2)  the  cause  of 
alleged  medication  errors  and  incidents;  (3) 
pharmaceutical  care  outcomes;  (4)  possible 
improvements  for  the  practice  of  pharmacy: 
and  (5)  methods  to  reduce  alleged 
medication  errors  and  incidents. 

Fine,  you  say.  How  do  I  get  there?  My 
answer  to  that  question  is  — "Exactly."  The 
QA  statute  provides  pharmacists  with  the 
freedom  (and  the  incentive)  to  create  a 
quality  assurance  program  that  works  for 
your  particular  practice.  Even  among 
practices  that  are  highly  similar,  there  are 
likely  to  be  many  pathways  to  achieving  a 
quality  assurance  program  that  actually  does 
what  it  should  -  improve  patient  safety  and 
care. 
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Over  the  course  of  exploring  these 
pathways,  there  will  be  many  doubts  -  about 
what  quality  assurance  really  means,  about 
what  processes  work,  about  what  process 
changes  are  necessary,  about  whether 
current  practice  models  work.  These  doubts 
are  a  good  thing.  Resolving  them  will 
eventually  lead  to  the  certainty  that  you  have 
developed  a  program  that  is  meaningful. 

So  could  the  Board  of  Pharmacy  gjve 
you  "certainty"  today?   Yes.    But  that  sort      A  Quality  Chasm 


For  example.  Mr.  Smith  has  an  unexpected 
allergic  reaction  to  his  new  antibiotic. 
While  unintended  and  undesired.  this  initial 
reaction  is  not  necessarily  an  instance  of 
poor  quality  care  if  it  is  judged  to  be 
clinically  unavoidable.  It  will  however, 
become  a  quality  problem  if  the  reaction  is 
not  recognized,  reported  and  managed 
appropriately. 


of  certainty  will  end  in  your  doubting  the 
puipose  and  usefulness  of  the  whole  quality 
assurance  effort. 

QA  Primer 

by  John.  M.  Kessler,  PharmD,  BCPS 
President  and  Chief  Clinical  Officer 
SecondStory  Health.  LLC 

Quality   in   healthcare   is   a 
concept  that  is  challenging  to  define 
and  even  more  challenging  to 
measure.  These  challenges  are 
important  to  address  given  that 
unless  quality  can  be  defined  and 
measured  there  is  no  reasonable  way 
that  quality  can  be  improved.    This  article 
will  discuss  the  characteristic  we  call 
"quality"  in  the  context  of  a  assessing  and 
improving  the  value  of  pharmacy  services. 

Quality  Defined 

The  American  Heritage  Dictionary 
defines  quality  as  a  noun  and  an  adjective. 
As  an  adjective,  quality  is  defined  as  having 
a  high  degree  of  excellence.  In  its  noun 
form,  quality  is  defined  as  a  property  or  a 
distinguishing  characteristic.  In  a  practical 
sense,  we  typically  think  of  quality  as 
something  that  exists  on  a  continuum 
ranging  from  low  to  high.  The  strange  thing 
about  quality  is  that  it  is  easy  to  recognize 
when  it  is  absent,  but  it  much  more  difficult 
to  describe  when  quality  is  high  or  present. 

The  Institute  of  Medicine's  definition 
of  quality  of  care  is  "the  degree  to  which 
health  care  services  for  individuals  and 
populations  increase  the  likelihood  of 
desired  health  outcomes  and  are  consistent 
w  ith  current  professional  knowledge."  This 
definition  is  particularly  appealing  because 
it  describes  quality  as  a  characteristic  that 
can  improve  as  science  and  research 
advance  our  knowledge  and  abilities.  In  a 
practical  sense,  health  care  quality  is  low- 
whenever  the  system  fails  to  use  its  current 
knowledge  to  the  degree  which  is  possible. 


Is  there  a  quality  problem  with 
healthcare  in  the  United  States?  The 
Institute  of  Medicine  would  argue  there  is 
a  big  problem,  one  they  describe  as  a 
"chasm"  between  what  is  achievable  and 
what  is  delivered.  Their  highly  critical  2001 
report:  states  that  the  health  care  system  "... 
frequently  falls  short  in  its  ability  to 
translate  knowledge  into  practice,  and  to 


"In  truth,  some  of  the  worst  medication 
errors  involve  some  of  the  best,  most 
experienced  practitioners. . .  we  are  all 
fallible. " 


the  large  complex  problem  into  smaller 
steps.  The  Donabedian  model  measures  the 
quality  of  a  system  by  considering  three 
domains:  structure,  process  and  outcomes. 
The  U.S.-  based  National  Quality  Measures 
Clearinghouse  adds  four  additional  domains 
in  its  approach  to  measuring  quality:  access, 
patient  experience,  population  health  and 
use  of  service.  In  each  model,  objective, 
measurable  and  valid  statements  then 
describe  the  desired  characteristics.  These 
statements  are  the  evidence-based  "gold 
standards."  representing  the  best  in 
professional  judgment,  skill  and  knowledge. 
For  example,  when  evaluating  patient 
counseling  services,  a  QA  program  might 
measure  for  the  following: 

Structure: 

-Updated  patient  information  resources  are 
available  to  the  patient  and  the 
pharmacist  at  the  time  of  counseling. 
-A  private  area  is  designated  to 
provide  counseling  services  in  a 
manner  that  minimizes  patient 
concerns  about  loss  of 
confidentiality. 


apply  new  technology  safely  and 
appropriately.  During  the  last  decade  alone, 
more  than  70  publications  in  leading  peer- 
reviewed  journals  have  documented  serious 
quality  shortcomings.  The  performance  of 
the  health  care  system  varies  considerably. 
It  may  be  exemplary,  but  often  is  not,  and 
millions  of  Americans  fail  to  receive 
effective  care."  The  report  further  predicts 
that  "If  the  health  care  system  cannot 
consistently  deliver  today's  science  and 
technology,  we  may  conclude  that  it  is  even 
less  prepared  to  respond  to  the  extraordinary 
scientific  advances  that  will  surely  emerge 
during  the  first  half  of  the  21st  century." 

Quality  Assurance 

The  overarching  goal  of  a  quality 
assurance  (QA)  program  is  to  improve  the 
performance  of  a  system.  QA  programs  use 
a  scientific  method  to  measure  a  system's 
performance,  assess  and  then  make  rationale 
changes  to  the  system  that  improve  and 
maintain  its  quality.  These  4  key  steps 
(measure,  assess,  improve,  maintain)  are  the 
basis  for  all  modern  approaches  to  QA. 

Measuring  Quality 

Measuring  the  quality  of  a  complex 
system  like  pharmacy  practice  can  be 
difficult:  therefore,  most  programs  divide 


Process: 

-The  offer  to  counsel  is  made  in  an 

affirmative  manner. 

-The  offer  to  counsel  is  accepted  by  patients. 

Outcome: 

-Patients  can  describe  the  correct  use  and 

purpose  of  their  medicines. 

-Patients  do  not  experience  reactions  or 

interactions   that   are  preventable   by 

counseling. 

A  comprehensive  QA  plan  that  assesses 
the  quality  of  patient  counseling  will 
identify  the  presence,  absence  or  degree  of 
compliance  to  each  measure.  These 
measures  are  indicators  of  the  quality  of  the 
system.  Taken  as  a  whole,  they  help  judge 
the  overall  quality  and  focus  attention  on 
deficits  or  areas  of  concern.  They  also 
provide  a  baseline  against  which 
improvement  can  be  measured. 

Quality  Assurance  Methods 

QA  programs  and  their  names  have 
varied  as  regulatory  and  accreditation  forces 
influence  the  specific  procedures.  Quality 
control  became  statistical  process  control, 
while  quality  circles  morphed  into  total 
quality  management,  then  continuous 
quality  improvement  and  more  recently 
performance  improvement  and  finally  Six 
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Sigma.  By-and-large,  the  principles 
established  by  Donabedian  five  decades  ago 
remain  at  the  core  of  each  method.  Four 
methods  are  profiled  below. 

FADE  method  -  the  FADE  method 
represents  a  four-step  approach  to  quality 
improvement:  focus,  analyze,  develop, 
evaluate.  The  organization  focuses  on  its 
most  important,  highest  volume  or  problem 
prone  services.  Performance  data  about  the 
structure,  process  and/or  outcomes  are 
collected  and  analyzed.  A  plan  to  improve 
the  service  is  developed  and  the  new  system 
is  executed.  The  FADE  cycle  repeats  itself 
until  the  performance  achieves  and 
maintains  the  desired  level  or  continuously 
trends  upward. 

PDCA  method  -  the  PDCA  method 
represents  a  four-step  approach  to  quality 
improvement:  plan,  do,  check,  act.  The 
organization  plans  and  identifies  a  problem 
to  be  analyzed.  A  clear  and  concise  problem 
statement  is  developed  and  the  desired  goals 
are  identified.  The  do  begins  with  mapping 
the  steps  in  the  process.  Data  are  collected 
and  root  causes  of  the  problem  are 
identified.  The  organization  then 
systematically  identifies  various  solutions 
to  the  problems  and  implements  a  pilot  to 
test  the  solution.  The  organization  again 
checks  the  data  to  assure  that  the  new  system 
is  producing  the  desired  results.  Finally,  the 
organization  acts  to  adopt  and  implement 
the  best  solutions  on  a  broad  scale.  The 
PDCA  cycle  repeats  itself  until  the 
performance  achieves  or  exceeds  the 
desired  goals. 

FOCUS-PDCA  method  -  this  is  an 
enhanced  nine-step  approach  to  quality 
improvement  that  begins  with  finding  a 
process  to  improve,  organizing  a  team  that 
understands  the  process,  clarifying  the  steps 
of  the  process,  uncovering  the  root  cause 
of  the  problem  and  starting  the  PDCA  cycle. 

SIX  SIGMA-DMA1C  method  this  is  a 
statistically  oriented  method  that  differs 
slightly  from  the  other  methods  in  that  it 
adds  a  control  step  to  minimize  recurrence 
of  the  original  problem.  Expert  teams  will 
define,  measure,  analyze,  improve  and  most 
importantly  build  in  controls  that  maintain 
the  improvement,  reduce  quality  defects  and 
prevent  unwanted  outcomes.  Six  Sigma 
teams  often  select  projects  that  have  a  direct 
effect  on  improving  the  organization's 
bottom  line. 


Regardless  of  the  method  or  the  name, 
an  effective  quality  assurance  program 
has  two  key  features:  a  continuous 
improvement  cycle  and  ongoing 
monitoring  of  the  system's  most 
important  services. 

Case  study:  Acme  Pharmacy  is  diligent 
in  carefully  checking  its  prescriptions  before 
dispensing  to  patients.  The  pharmacy 
specializes  in  pediatric  care  and  this 
represents  more  than  75Vc  of  the  volume. 
Among  other  policies  and  procedures,  the 
pharmacist  manager  requires  that  all 
pediatric  prescriptions  be  double-checked 
and  all  pharmacy  staff  undergo  a  complete 
orientation  and  training  period.  Acme 
policy  requires  that  every  patient  be  offered 
counseling.  The  pharmacist  maintains  an 
"error  log"  of  prescription  errors.  An 
educational  lunch-and-learn  session  for  all 
staff  is  conducted  once  monthly.  All  of  this 
is  accomplished  while  complying  with 
Medicare  Part  D!  On  the  surface,  this 
pharmacy  appears  to  be  practicing  in  an 
exemplary  manner.  How  is  it  possible  that 
the  Acme  Pharmacy  could  benefit  from  a 
quality  assurance  program? 

James  Reason,  a  modern  guru  of  safety 
said:  "The  most  important  distinguishing 
characteristic  of  high-reliability 
organizations  is  a  collecme  preoccupation 
with  the  possibility  of  failure."1  With  this 
in  mind.  Acme  Pharmacy  can  begin  by  1 ) 
evaluating  its  culture  of  safety  and  quality 
and  2)  measuring  its  performance.  If  the 
culture  at  Acme  is  driven  by  management 
dictate  and  policy,  it  is  unlikely  that  an 
effective  QA  program  will 
develop. ..without  first  changing  the  way 
that  staff  think  about  quality  and  safety. 
Acme  decides  to  improve  its  culture  (itself 
a  quality  improvement  project!),  while  also 
beginning  to  assess  the  performance  of  its 
high  volume  activities.  Acme  policy 
requires  staff  to  make  an  offer  to  counsel 
and  the  evidence-based  literature  strongly 
supports  the  benefits  of  this  practice.  Acme 
j  needs  to  know  its  performance  of  this 
service,  as  measured  by  a  QA  program.  In 
short,  is  there  a  gap  between  what  Acme 
actually  does  and  what  they  should  achieve? 
Acme  can  assure  the  quality  of  its  patient 
counseling  service  by  using  FADE,  a 
method  highly  suitable  for  community 
pharmacies.  A  comprehensive  QA  program 
at  Acme  might  also  assess  the  safety  of  the 
dispensing  process.  While  Acme  maintains 
a  medication  error  log.  they  do  not  analyze 
individual  medication  errors  for  system 


failures  and  root  causes,  nor  do  thej  have 
an  ongoing  program  to  review  their  error 
data  for  trends  and  opportunities  for 
improvement. 

Summary 

Quality  is  a  feature  or  characteristic  of 
the  system  that  can  be  measured  and  as 
scientific  knowledge  and  skill  advances,  the 
performance  of  the  system  will  need  to 
advance  accordingly.  Pharmacy  QA 
programs  use  scientific  and  evidence-based 
methods  to  assess  and  improve  the  quality 
of  high  risk,  high  volume  and  problem- 
prone  services.  Performance  is  measured 
in  an  ongoing  manner  and  the  goal  is  to 
continuously  improve  the  product  or 
service. 
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After  an  Error... 
What  to  Do  Next? 

by  Boh  Cisneros,  PhD 

Assistant  Professor 

Campbell  University  School  of  Pharmacy 

Most  all  of  us  have  probably  felt  that 
sinking  feeling  that  occurs  when  we  realize 
thai  ,i  medication  error  has  been  made  What 
makes  it  worse  is  when  we  know  that  the 
error  has  left  the  pharmacy,  whether  in  the 
hospital  or  community  setting.  Many 
thoughts  may  come  to  mind.  Has  the  patient 
taken  a  dose  of  the  drug?  Has  a  nurse 
administered  the  drug  yet?  Is  the  patient  ok'1 
Has  the  patient  suffered  an  injury?  What  do 
we  do  now? 

Today,  much  emphasis  is  placed  on  error 
prevention,  but  less  attention  is  given  to  how- 
to  respond  if  an  error  has  occurred.  The  truth 
is  -  we  are  all  human  and  not  perfect.  The 
White  Star  Lines  thought  that  its  ship,  the 
Titanic,  was  unsinkable.  No  one  believed 
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that  the  "unthinkable""  would  occur. 
Unfortunately  the  "unthinkable"  occurred 
and  the  "unsinkable"  sank.  No  one  was 
prepared  for  the  "unthinkable."" 

Mistakes  can  be  made  by  the  most 
caring  of  pharmacists  or  technicians.  As 
Wolf  and  Cohen  have  stated:  "In  truth,  some 
of  the  worst  medication  errors  involve  some 
of  the  best,  most  experienced 
practitioners. ..we  are  all  fallible.""''  ' 
McGuire  and  Baker  added  that  "the  longer 
we  are  in  practice  and  the  busier  we 
are.  the  more  likely  it  is  that  we  will 
make  an  error.  "2 

Actions  taken  after  an  error 
occurs  can  have  an  important  impact 
on  the  patient,  the  individual  who 
made  the  error,  and  the  pharmacy's 
ability  to  prevent  the  same  error  from 
happening  again.  How  we  react  after  an 
error  has  occurred  is  critical  from  the  patient 
safety,  personal  and  legal  perspectives.  This 
article  will  review  practical  considerations 
and  recommendations  in  this  regard.  An 
important  assumption  being  made  is  that  we 
know  an  error  has  occurred. 

The  Patient  Comes  First 

Our  first  concerns  should  be  directed 
toward  the  patient.2  If  our  first  reaction  to 
an  error  is  not  directed  toward  the  patient, 
then  we  have  compounded  the  first  error 
with  a  second  one.  As  Dr.  Richard  Friedman 
wrote  in  the  New  York  Times. 

"Most  patients  will  forgive  their  doctor 
for  an  error  of  the  head,  but  rarely  for  one 
of  the  heart.  "■'  Friedman's  thoughts  are  just 
as  applicable  in  pharmacy  practice.  Any 
delay  in  communicating  with  the  patient  or 
patient's  family  and  the  physician  or  other 
healthcare  provider  can  increase  the 
potential  risk  of  harm  from  the  error  and 
could  also  create  an  insurmountable  w  all  of 
distrust. 

Being  honest  and  truthful  is  critical. 
Telling  the  truth  and  apologizing  are 
appropriate  if  we  know  that  an  error  has  been 
made.  It  may  be  difficult  for  any  of  us  to  admit 
an  error.  It  can  be  a  humbling,  embarrassing 
experience.  But  it  is  the  right  thing  to  do. 
McGuire  and  Baker  have  given  very  direct 
advice:    "Do  not  lie  or  try  to  cover  up.  "2 

Should  the  physician  be  contacted?  The 
answer  to  this  depends  on  the  exact 
situation.  Did  the  patient  ingest  the  wrong 
dose  or  wrong  drug?  Was  therapy  delayed 
or  important  doses  missed?  Is  there  potential 
harm  to  the  patient?  Was  the  mistake 
discovered  immediately,  before  the  patient 
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left  the  pharmacy?  Some  organizations  may 
already  have  specific  policies  regarding  this. 
If  your  organization  already  has  a  policy. 
know  it  and  follow  it.  Failure  to  follow 
policy  can  jeopardize  patient  safety  and 
one's  employment. 

My  own  personal  feeling  is  that  if  there 
is  any  potential  for  the  patient's  health  and 
well-being  to  be  affected  then  the  physician 
should  be  notified.  Yes.  it's  a  humbling 
experience  to  communicate  with  a  patient. 


"Most  patients  will  forgive  their  doctor 
for  an  error  of  the  head,  but  rarely  for  one 
of  the  heart. "  » 


nurse,  or  physician  to  report  an  error.  Some 
of  us  unfortunately  have  had  that  experience 
more  than  once.  But  it's  the  right  thing  to 
do.  I  believe  that  patients  and  physicians 
ultimately  have  more  respect  for  the 
pharmacist  who  cared  enough  to  notify  them 
regarding  an  error  than  for  a  pharmacist  who 
didn't  communicate  and  just  "hoped"  that 
the  error  wouldn't  turn  into  a  serious 
problem.  Fear  of  legal  action  often  is  a 
major  concern  after  an  error.  But  research 
has  shown  that  many  patients  actually  turn 
to  legal  action  when  they  feel  that  their 
questions  are  not  being  answered  and  the 
hospital  or  pharmacy  is  not  being  honest.4 ■'•" 

Policies,  Procedures  and  Laws 

Many  pharmacy  organizations  and 
hospitals  already  have  specific  policies  and 
procedures  regarding  what  to  do  after  an 
error  has  occurred.  Risk  Management  and/ 
or  Quality  Assurance  Departments  may 
already  exist  to  specifically  deal  with  this. 
Though  Policy  and  Procedure  manuals  may 
sometimes  collect  dust  on  the  shelf,  it  is 
critical  that  they  be  reviewed  regularly.  To 
disregard  an  organization's  policies  can 
quickly  lead  to  potential  risks  for  the  patient, 
termination  of  employment  and  create  more 
liability  for  the  individual.  Two  questions 
routinely  asked  during  the  investigation  of 
an  error  are:  "Was  there  a  policy?  Was  the 
policy  followed?"  The  policy  and 
procedure  manual  is  important! 

Managers  and  supervisors  should  ensure 
that  patient  safety  policies  and  procedures 
are  reviewed.  It  is  not  enough  to  just  "have" 
a  policy  regarding  what  to  do  after  an  error. 
The  policy  should  be  reviewed  on  a  regular 
basis.  If  a  pharmacy  has  a  formal  error  or 
"incident  report"  form,  it  should  always  be 


completed.  All  facts  should  be  documented. 
If  a  pharmacy  doesn't  have  a  formal 
policy  and  procedure  regarding  what  to  do 
after  an  error,  it  would  be  wise  to  consider 
developing  one  to  ensure  both  that  the  entire 
staff  knows  what  to  do  the  moment  an  error 
is  discovered  and  that  the  response  of  the 
pharmacy  staff  is  uniform.  Pharmacy 
organizations  which  already  have  such 
policies  might  want  to  consider  sharing 
aspects  of  their  policies  and  form  a  database 
which  could  be  utilized  by  those 
pharmacies  which  do  not  have  a 
formal  policy  in  place. 

It  is  just  as  critical  to  know  and 
be  familiar  with  all  laws  regarding 
medication  errors  and  medication 
error  reporting.  Are  State  Board  of 
Pharmacy  regulations  being  adhered  to?  An 
understanding  of  the  new  NC  Pharmacy 
Quality  Assurance  Protection  Act  is 
absolutely  necessary.  Upon  the  NCBOP's 
request,  a  pharmacy  must  provide 
documentation  regarding  certain  types  of 
alleged  errors,  including  those  involving  a 
hospitalization  or  a  visit  to  a  physician  or 
emergency  room.  Information  regarding 
patient  deaths  which  may  be  related  to  errors 
must  be  reported.7 

Liability  Insurance 

Most  hospitals  and  larger  pharmacy 
organizations  may  carry  liability  insurance 
which  covers  employees.  It's  easy  to 
think, "i  don't  need  any  additional  liability 
insurance  because  my  chain  store 
organization  or  hospital  covers  me."  Think 
long  and  hard  about  that.  The  cost  of 
individual  pharmacy  liability  insurance  is 
reasonable. 

If  one  is  covered  by  the  organization's 
policy,  it  is  important  to  know  the  details  of 
the  policy  and  what  the  carrier  asks  that 
pharmacists  do  when  a  mistake  is 
discovered.2  Failure  to  comply  with  the 
procedures  recommended  by  the  insurance 
carrier  may  jeopardize  one's  own  insurance 
coverage.  Further,  an  organization's  liability 
coverage  may  have  specific  restrictions  on 
what  types  of  errors  or  incidents  are  covered 
by  the  policy.  There  is  the  possibility  that 
in  some  cases  the  organization's  coverage 
would  not  protect  the  individual  pharmacist. 

Consider  obtaining  additional  individual 
liability  coverage.  Know  what  procedures 
the  carrier  (both  the  organization's  primary 
carrier  and  your  personal  insurance  carrier) 
want  you  to  follow  if  an  error  is  made  and 
follow  the  required  procedures.2 

...continued  on  page  12 
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That's  because  we  have  more  than  20 
years  of  successful  experience 
providing  quality  improvement  services 
throughout  the  Carolinas. 

So,  next  time  you  look  at  the  shoes  in 
your  closet,  think  of  CCME  and  how 
working  with  us  can  be  a  comfortable, 
reliable  experience.  Just  like  wearing 
your  favorite  shoes! 
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Document  and  Learn 

Errors  are  important  learning  tools  and 
error  reports  should  not  be  tiled  away,  never 
to  be  reviewed  again.  In  many  settings,  there 
are  "incident  report"  or  other  types  of  forms 
used  to  document  errors  or  other  types  of 
unexpected  or  adverse  events.  It  is  critical 
that  all  errors  are  documented.  "Near 
misses"  are  especially  important  to 
document  and  should  not  be  ignored. ""Near 
misses"  can  be  clues  that  there  is  a  weakness 
somewhere  in  the  "system"  waiting  for  the 
right  set  of  circumstances  to  produce  a 
major  error.  We  must  encourage  medication 
error  reporting.  Reporting  is  important 
feedback.  It  is  comparable  to  the  light  on  a 
miner's  helmet.  Without  it  we  would  literally 
be  wandering  in  the  dark,  not  being  able  to 
receive  important  feedback  regarding  the 
quality  of  our  pharmacy  system. 

Appropriate  follow-up  on  errors  can 
help  discover  contributing  factors  that  may 
go  unnoticed.  "Blame"  should  not  be  the 
focus.  A  "root  cause  analysis"  is  an 
investigation  into  the  factors  contributing 
to  an  error,  beyond  just  the  obvious.  The 
Titanic  was  sunk  by  damage  done  by  the 
portion  of  the  iceberg  below  the  waterline. 
If  all  we  are  examining  are  the  factors  we 
see  "above  the  waterline"  we  may  never  be 
able  to  identify  and  correct  the  true  root 
causes  of  an  error.  The  JCAHO  expects  all 
of  its  accredited  organizations  to  conduct  a 
thorough  root  cause  analysis  following  an 
unexpected  serious  event. 

A  root  cause  analysis  is  not  limited  to 
only  one  type  of  setting  or  industry.  It  is 
adaptable  to  any  industry.  Examples  of 
questions  to  ask  in  a  root  cause  analysis 
include:  What  are  the  details/steps  of  the 
event?  What  were  the  most  obvious  causes 
of  the  error?  Was  equipment  a  factor?  Were 
staff  properly  trained  and  qualified?  Could 
training  and  orientation  be  improved?  Was 
communication  adequate?  What  were  the 
staffing  levels  on  the  day  of  the  error?  What 
was  the  workload?  The  following  website 
contains  a  link  to  one  example  of  a 
framework  for  a  root  cause  analysis:  http:// 
www.jointcommission.org/SentinelEvents/ 

Summary 

Though  we  strive  to  be  perfect,  errors 
can  sometimes  occur.  How  we  respond  to 
an  error  is  critical.  The  patient  must  be  our 
first  priority.  Being  knowledgable  of  and 
following  policies  and  procedures  is  critical.  ; 
We  must  use  errors  as  learning  tools  to  help 
identify  weaknesses  in  our  system  and  j 


develop  ways  to  reduce  the  chances  that 
similar  errors  would  happen  again. 
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ISMP  Surveys 

by  Cathy  Vaughan,  PharmD 

Medication  Safety/Drug  Information  Specialist 

Duke  University  Hospital 

The  Institute  for  Safe  Medication 
Practices  (ISMP)  is  a  nonprofit  organization 
devoted  entirely  to  medication  error 

Table  1:  Key  Elements 


prevention  and  safe  medication  use.  ISMP 
works  with  practitioners,  healthcare 
institutions,  regulatory  and  accrediting 
agencies,  professional  organizations,  the 
pharmaceutical  industry,  and  many  others 
to  provide  timely  and  accurate  medication 
safety  information  to  the  healthcare 
community. 

One  way  that  ISMP  is  promoting 
medication  safety  is  through  the 
development  of  Medication  Safety  Self 
Assessments1".  The  Medication  Safety  Self 
Assessment®  for  Hospitals  became 
available  in  2000:  followed  by  a  second 
assessment  in  2004.  The  Medication  Safety 
Self  Assessment®  for  Community/ 
Ambulatory  Pharmacies  became  available 
in  2002.  The  self-assessments  are  survey 
tools  designed  to  help  hospitals,  community 
pharmacies,  and  other  institutions  assess 
their  safety  practices  surrounding  the  use 
of  medication  therapy,  identify 
opportunities  for  improvement,  and 
compare  their  experiences  with  the 
aggregate  experience  of  demographically 
similar  organizations.  Many  of  the  items 
on  the  survey  represent  system 
improvements  and  safeguards  that  ISMP  has 
recommended  following  analysis  of 
medication  errors  reported  to  the  USP-ISMP 
Medication  Errors  Reporting  Program, 
problems  identified  during  on-site 
consultations  with  healthcare  organizations, 
and  medical  literature  guidelines. 

It  is  recommended  that  a  team  of 
practitioners  rather  than  a  single  individual 


Key  Elements 


Patient  Information 


Drug  Information 


Communication  of  Drug  Orders 


Drug  Labeling,  Packaging,  and  Nomenclature 


Drug  Standardization,  Storage,  and  Distribution 


Medication  Device  Acquisition,  Use,  and  Monitoring 


Environmental  Factors,  Workflow,  and  Staffing  Patterns 


Staff  Competency  and  Education 
Patient  Education 


Quality  Process  and  Risk  Management 


Table  2:  Self-Assessment  Scoring 


No  activity  to  implement 

Item  has  been  formally  discussed  and  considered,  but  has  not  been  implemented 


Item  has  been  partially  implemented  in  some  or  all  areas  of  the  organization 


Item  is  fully  implemented  in  some  areas  of  the  organization 


Item  is  fully  implemented  throughout  the  organization 
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or  discipline  complete  these  assessments. 
In  the  hospital,  this  multi-disciplinary  team 
might  consist  of  physicians,  staff  nurses. 
staff  pharmacists,  director  of  pharmacy, 
information  technology  staff,  and  risk 
management/quality  improvement  staff.  In 
a  community  pharmacy,  the  team  might 
consist  of  owners/managers,  staff 
pharmacists,  pharmacy  technicians,  and 
pharmacy  students. 

The  self-assessments  are  divided  into  10 
key  elements  that  significantly  influence 
safe  medication  use  ( See  Table  1 ),  and  each 
element  is  defined  by  one  or  more  of  20  core 
characteristics  of  a  safe  medication  use 
system.  Approximately  194  self-assessment 
characteristics  are  provided  by  ISMPtohelp 
hospitals  and  community  pharmacies 
evaluate  success  with  achieving  each  of  the 
core  characteristics.  Each  self-assessment 
item  is  scored  as  A.  B,  C.  D  or  E  depending 
upon  a  hospital  or  community  pharmacy's 
current  level  of  implementation  (See  Table 
2  for  description  of  scoring). 

ISMP  determines  a  weighted  score  for 
each  self-assignment  item  using  a  standard 
process  to  independently  evaluate  each  item 
to  determine  its  impact  on  patient  safety  and 


its  ability  to  sustain  improvement.  Items 
with  the  highest  weight  are  those  that: 

•  Target  the  system,  not  the  workforce; 

•  Do  not  rely  heavily  upon  human  memory 
and  vigilance; 

•  Demonstrate  through  scientific  evidence 
that  they  are  effective  in  reducing  serious 
medication  errors; 

•  Solve  several  medication-error  related 
problems  at  the  same  time; 

•  Prevent  errors  with  high-alert  medications 
that  have  the  greatest  potential  to  cause 
patient  harm; 

•  Simplify  complex,  error-prone  processes; 

•  Safeguard  high-risk  patient  populations; 
and 

•  Make  it  difficult  for  healthcare 
practitioners  to  do  their  job  incorrectly,  and 
easy  for  them  to  do  it  right. 

Based  on  the  weighted  scores  of  each 
self-assessment  item,  organizations  receive 
a  subtotal  score  for  each  of  the  20  core 
characteristics,  and  a  total  score  for  the  self- 
assessment.  These  weighted  scores  also 
allow  hospitals  and  community  pharmacies 
to  compare  their  organization's  findings 
with  other  demographically  similar 
hospitals  and  pharmacies. 


Medication  Safety 
Self-Assessment  for  Hospitals 

Duke  University  Hospital  participated 
in  both  the  2000  and  2004  self-assessments. 
A  multi-disciplinary  team  met  for  two  2- 
hour  meetings  to  complete  the  self- 
assessment.  The  multidisciplinary  team 
consisted  of  physicians,  staff  nurses,  nurse 
management,  staff  pharmacists,  director  of 
pharmacy,  risk  management,  and  quality 
improvement  staff.  A  consensus-based 
approach  was  used  to  determine  the  current 
level  of  implementation  for  each  self- 
assessment  item.  Once  the  self-assessment 
was  completed,  it  was  submitted  to  ISMP 
for  scoring.  After  receiving  our  weighted 
and  total  scores,  a  pharmacist  evaluated  the 
data  and  identified  areas  that  had  been 
improved  upon  since  the  2000  survey  and 
I  areas  that  needed  improvement. 

Results  of  the  2004  survey  were 
presented  to  the  Pharmacy  &  Therapeutics 
Committee  as  a  three-part  series.  Part  1 
consisted  of  an  overview  of  the  survey 
process  and  general  results  while  the  last 
two  parts  targeted  specific  survey  items  for 
improvement.  Following  these  initial 
presentations,  updates  continued  to  be  made 
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to  the  P&T  Committee  every  two  months. 
In  addition  to  the  three-part  series,  an  Action 
Plan  was  also  presented  to  the  Committee. 
This  plan  addressed  how  to  communicate 
the  abundant  amount  of  data  derived  from 
completing  the  self-assessment  and  how  to 
start  taking  actions  to  improve  the 
medication  use  process.  Goals  of  the 
communication  plan  included: 

•  Increase  awareness  within  Duke 
Hospital  of  the  ISMP  self-assessment 
process  and  disseminate  relevant  results  to 
patient  safety  leadership 

•Align  groups  and  resources  who  would 
take  actions  that  result  in  improvements 

•  Change  and  improve  behaviors, 
practices  and  beliefs 

•  Establish  timelines,  accountability  and 
performance  indicators  for  measuring 
change  and  improvement. 

A  Preliminary  Action  Report  was 
created  to  highlight  our  lower  scoring  items. 
Lower  scoring  items  meant  that  we  had 
scored  an  A.  B,  or  C  on  these  items  (See 
Table  2).  Items  were  placed  into  one  of 
three  categories:  "Just  Do  Its."  Projects  0- 
1 2  Months,  and  Projects  >  12  Months.  "Just 
Do  It"  items  were  those  items  that  could  be 
immediately  addressed  and  improvements 
made.  Items  under  "Projects  0- 1 2  Months" 


were  considered  priority  items,  and  a 
timeline  was  created  for  addressing  these 
items  over  the  next  year.  Items  under 
"Projects  >  12  Months"  were  items  that 
would  be  addressed  in  the  future  due  to  the 
need  for  technological  improvements  or 
additional  staff  and  resources. 

A  subcommittee  was  formed  to  review 
this  Preliminary  Action  Plan  and  develop  a 
final  Action  Plan.  This  subcommittee  was 
also  multidisciplinary,  and  many  of  the 
members  had  participated  in  the  original 
self-assessment.  Goals      of     this 

subcommittee  included:  1 )  to  review  and 
finalize  the  prioritization  of  these  items;  2) 
determine  which  tea/ns,  committees  or 
groups  should  begin  addressing  these  items; 
and  3 1  develop  a  tentative  timeline  for 
making  improvements.  A  "Responsible 
Person/Group"  and  "Target  to  Implement/ 
Status"  were  also  identified  for  each  item; 
and  as  items  began  being  implemented,  a 
"Completed"  section  was  added  to  the 
Action  Report. 

One  of  the  struggles  we  faced  as  an 
institution  was  how  to  ensure  that 
improvements  made  remained  in  place  and 
continued  to  be  implemented.  One  way  we 
addressed  this  challenge  was  to  add  a 
column  to  the  Action  Report  titled  "Contact 


Person  for  Follow-up."  A  person  was 
assigned  to  each  "completed"  item  and  was 
to  be  notified  every  six  months  to  make  sure 
improvements  remained  in  place. 

We  have  made  a  number  of 
improvements  since  beginning  this  process. 
All  six  "Just  Do  It"  items  and  seven  out  of 
1 0  items  under  "Project  0- 1 2  Months"  have 
been  completed.  Some  examples  include 
surveying  all  pharmacy  locations  for  storage 
of  drugs  with  look-alike  names  and 
packaging  and  separating  these  if  needed; 
improving  our  process  on  how  high-alert 
drugs  used  within  the  hospital  are  defined, 
identified,  and  communicated  to  all 
practitioners  who  prescribe,  dispense,  and 
administer  the  products;  and  ensuring  that 
nursing  is  performing  an  independent 
double  check  of  the  prescriber's  calculated 
dose  for  chemotherapy  and  pediatric  drug 
orders  prior  to  administration. 

In  conclusion,  the  ISMP  self-assessment 
has  proven  to  be  a  useful  tool  for  the 
institution.  In  2004.  only  28%  of  hospitals 
participated  and  submitted  results  to  ISMP 
( 1 ,623  hospitals  out  of  5.864  that  received 
the  survey)  indicating  that  there  are 
thousands  of  hospitals  not  using  this  tool. 
For  hospitals  who  would  like  to  complete 
this  survey  in  the  future,  it  is  important  to 
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establish  a  specific  process  for  completing 
the  assessment;  identify  key  people  who  can 
participate  and  help  lead  the  process; 
disseminate  relevant  results;  and  finally, 
identify  persons  and  groups  who  can  take 
actions  that  result  in  improvements.  Any 
hospital,  regardless  of  size,  can  benefit  from 
participating  in  this  assessment. 
References:  www.ismp.org 

Quality  Assurance 
Glossary  of  Terms 

Rowena  R.  Wei,  PharmD 
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Adverse  Drug  Event 

Any  incident  in  which  the  use  of  a 
medication,  medical  device,  or  nutrition 
product  resulted  in  an  adverse  outcome  in 
a  patient. 

Adverse  Drug  Reaction  (ADR) 
A  noxious  response  to  a  drug,  which  is 
unexpected,  unintended,  uncommon,  or 
previously  unreported  and  occurs  when 


the  medication  is  prescribed  and 

administered  properly. 

Adverse  Event 

An  untoward,  undesirable,  and  usually 

unanticipated  event  such  as  injury,  loss  of 

function  or  death. 

Agency  for  Healthcare  Research 

and  Quality  (AHRQ) 

A  public  health  service  agency  in  the 

Department  of  Health  and  Human 

Services. 

Provides  evidence-based  information  on 

health  care  outcomes,  quality,  and  cost. 

Benchmarking 

The  comparison  of  information  and  data 

regarding  processes  and  services  that 

represents  best  practices  and  performance 

for  similar  activities  or  industry. 

Evidence-Based  Practice 

Patient  care  and  treatment  grounded  in 

science  or  published  clinical  studies. 

Failure  Modes  and  Effect  Analysis 

(FMEA) 

A  systematic  method  of  identifying  and 

preventing  product  and  process  problem 

before  they  occur. 


Incident  Report 

The  documentation  of  any  unusual 

problem  or  event  that  is  likely  to  lead  to 

undesirable  effects,  or  that  varies  from 

established  policies  and  procedures  or 

practices. 

Institute  for  Healthcare 

Improvement  (IHI) 

A  not-for-profit  organization  that  is 

driving  the  improvement  of  health  by 

advancing  the  quality  and  value  of  health 

care. 

Leapfrog  Group 

A  coalition  of  more  than  140  public  and 

private  organizations  that  provide 

healthcare  benefits  to  employees.  It  was 

created  to  save  lives  and  prevent 

avoidable  medical  mistakes  by  mobilizing 

employer  purchasing  power  to  initiate 

breakthrough  improvements  in  the  safety 

of  health  care  and  by  giving  consumers 

information  to  make  informed  hospital 

decisions. 

Carolina's  Center  for  Medical 

Excellence  (CCME) 

A  physician-sponsored,  not-for-profit 

health  care  quality  improvement 
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organization.  Designated  by  the  Centers 
for  Medicare  and  Medicaid  Services  as 
the  Quality  Improvement  Organization 
(QIO)  for  North  and  South  Carolina.   It 
performs  utilization  review  for  Medicaid 
state  agencies  and  develops  cooperative 
quality  improvement  projects. 
National  Association  for  Healthcare 
Quality  (NAHQ) 

The  nation's  leading  organization  for 
health  care  quality  professionals.  Its  goal 
is  to  promote  the  continuous  improvement 
of  quality  in  healthcare  by  providing 
educational  and  developmental 
opportunities  for  professionals  at  all 
management  levels  and  within  all  health 
care  settings. 

National  Committee  on  Quality 
Assurance  (NCQA) 
A  not-for-profit  organization  whose 
mission  is  to  improve  health  care  quality 
everywhere.  It  is  the  premier  source  for 
information  about  the  quality  of  the 
nation's  managed  care  plans. 
National  Quality  Forum  (NQF) 
A  private,  not-for-profit  organization 
created  to  develop  and  implement  a 
national  strategy  for  health  care 
measurement  and  reporting.  The  forum 
seeks  to  improve  health  care  through 
endorsement  of  consensus-based  national 
standards  for  measurement  and  public 
reporting  of  health  care  performance  data. 
Near  Miss 

Any  process  variation  that  did  not  affect 
the  outcome,  but  for  which  a  recurrence 
carries  a  significant  chance  of  a  serious 
adverse  outcome.  A  near  miss  medication 
error  means  the  error  was  caught  before 
the  patient  received  the  medication. 
100,000  Lives  Campaign 
An  initiative  by  the  Institute  for 
Healthcare  Improvement  to  engage  U.S. 
hospitals  in  a  commitment  to  implement 
changes  in  care  proven  to  improve  patient 
care  and  prevent  avoidable  deaths.  The 
Campaign  is  the  first  national  effort  to 
promote  saving  a  specified  number  of 
lives  by  a  certain  date  (June  14,  2006 
Outcome 

The  result  of  the  performance  (or 
nonperformance!  of  a  function  or  process. 
Pareto  Chart 

A  special  form  of  vertical  bar  graph  that 
displays  information  prioritized  in 


descending  order  from  left  to  right,  used 
to  identify  the  vital  few  opportunities  for 
improvement. 

Performance  Improvement 

A  continuous  review  of  a  health  care 
organization's  processes  and  services  to 
look  for  areas  for  improvement.  The  goal 
is  the  provision  of  high  quality, 
sustainable  health  services. 

Performance  Measurement 

The  use  of  qualitative  tools  (e.g.,  rates, 

ratios,  indices,  percentages)  to  provide  an 

indication  of  an  organization's 

performance  in  relation  to  a  specified 

process  or  outcome. 

Process 

An  interrelated  series  of  actions,  events, 

mechanisms,  or  steps  to  accomplish  a  task 

or  reach  a  goal. 

Quality 

Meeting  or  exceeding  the  needs  of 

customers. 

Quality  Assurance 

The  process  of  measuring  quality 

performance,  comparing  it  with  the 

standard,  and  acting  on  the  difference. 

(Continuous)  Quality  Improvement 

An  approach  to  the  continuous  study  of 


processes  to  meet  the  needs  of  patients 
and  customers.  Data  is  used  to 
incrementally  improve  key  processes. 
Rapid  Response  Team 
A  team  of  health  care  professionals  who 
are  called  to  respond  into  action  at  the 
first  sign  a  patient's  condition  is 
deteriorating,  which  could  be  several 
hours  earlier  than  a  Code  Blue  typically 
would  be  called. 
Root  Cause  Analysis  (RCA) 
A  process  for  identifying  the  basic  or 
causal  factor!  s)  for  the  failure  or  problem. 
Sentinel  Event 

An  unexpected  occurrence  involving 
death  or  serious  physical  or  psychological 
injury.  Such  events  are  called  "sentinel" 
because  they  signal  the  need  for 
immediate  investigation  and  response. 
University  HealthSystem 
Consortium  (UHC) 
An  alliance  of  the  clinical  enterprises  of 
87  academic  health  centers.  An  idea- 
generating  and  information-disseminating 
enterprise  that  helps  members  pool 
resources,  create  economies  of  scale, 
improve  clinical  and  operating 
efficiencies,  and  influence  the  direction 
and  delivery  of  health  care.  ♦ 


NCAP  Offering  QA  Assistance 
Program  to  Community  Pharmacy 

The  NC  Association  of  Pharmacists  has  always  strived  to  enhance  the  value  of 
pharmacists  in  our  state.  Currently,  we  are  promoting  Pharmacy  Quality 
Commitment®  (PQC)  as  an  easy-to-use  way  to  help  community  pharmacists  comply 
with  NC's  new  quality  assurance  legislation. 

PQC,  originally  developed  by  Pharmacists  Mutual  Companies,  was  purchased 
by  the  National  Alliance  of  State  Pharmacy  Associations.  NCAP  has  partnered 
with  NASPA  to  offer  this  product  to  North  Carolina  community  pharmacies. 

PQC  is  an  easy  to  use  turnkey  system  of  continuous  quality  improvement 
designed  specifically  to  help  community  pharmacies  reduce  errors.  It  promotes  a 
non-punitive,  blame  free  environment  that  recognizes  that  pharmacists  are  human 
and  that  humans  make  mistakes.  The  core  philosophy  of  PQC  is  that  pharmacists 
and  pharmacy  staff  will  work  as  a  team  in  an  organized  effort  to  evaluate  past 
failures  of  quality  by  committing  to  policies  that  prevent  future  quality  failures. 
PQC  strives  to  reduce  medication  errors  by  offering  structures  and  methods  for 
improvement  as  well  as  a  feedback  system  that  allows  pharmacists  to  improve  the 
quality  of  patient  care. 

When  you  purchase  PQC  you  are  also  helping  your  state  association.  NCAP 
receives  a  portion  of  the  purchase  price  for  every  sale.  The  Pharmacy  Quality 
Commitment  program  is  only  $300  for  the  first  year  and  $200  per  year  for  annual 
renewals.  For  more  information  and  to  view  sample  reports  visit  the  PQC  Web  site 
at  www.pqc.net  or  call  NCAP  at  919-967-2237. 
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2006  Acute  Care  Practice  Forum  Meeting 

Hundreds  of  pharmacy  professionals  gathered  April  24-26,  2006  in  Greensboro  for  NCAP's  annual  Acute  Care  Practice  Forum 
Meeting.  Highlights  included  a  "Health-Systems  Managers'  Forum"  program  covering  the  leadership  challenges  and  reimburse- 
ment struggles  faced  in  contemporary  practice.  Morning  Plenary  Sessions  covered  a  range  of  topics  of  interest  to  clinicians  and 
administrators,  including  a  session  on  "Significant  Papers."  Other  topics  included  drug  therapy  updates  in  critical  care,  infectious 
disease,  cardiovascular  disease,  and  additional  sessions  especially  for  technicians  and  students.  North  Carolina's  leading  phar- 
macy directors  held  "round-table"  discussions  on  their  experiences  instituting  medication  reconciliation  services.  Dozens  of  exhibi- 
tors were  also  on  hand. 

A  special  "thanks"  goes  to  our  metallic 

sponsors  who  offered  their  generous 

support  for  this  meeting: 

Platinum  Sponsors 

Pharmacists  Mutual 
Companies 

SecondStory  Health,  LLC 

Gold  Sponsor 
AstraZeneca 

Silver  Sponsors 

Bristol  Myers  Squibb/ 
Sanofi-Synthelabo 

Eli  Lilly  &  Co. 
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NCAP's  History  Celebrated  at  Open  House 


Pharmacists  and  their  families  attended  NCAP's  Open  House 
on  April  9  at  the  Institute  of  Pharmacy  in  Chapel  Hill.  To  celebrate 
the  newly  renovated  bidding  the  crowd  enjoyed  a  wonderful  spread 
of  food,  pharmacy  memorabilia  and  stories  from  the  past.  The 
auditorium  was  dedicated  as  the  "Pharmacy  Network  Foundation 
Auditorium"  to  honor  the  Foundation's  generosity 
and  matching  funds  that  helped  pay  for 
repairs  and  upgrades.  The  following  is  a 
brief  history  of  NCAP  that  was  presented 
by  W.  Keith  Elmore,  President  of  the 
NCPhA  Endowment  Fund. 

From  1880  to  1912.  the  business  of 
operating  NCPhA  shifted  around  the 
state  depending  on  who  the  officers 
were,  and  only  became  centralized  in  1912 
when  J.  Grover  Beard  became  Secretary- 
Treasurer.  Dean  Beard  retired  from  this 
position  in  1940  and  the  Executive 
Committee  decided  to  hire  a  full  time 
Secretary-Treasurer.  W.  J.  Smith  of 
Hickory,  a  1937  graduate  of  UNC,  was 

hired  at  a  salary  of  $  1 75  per  month  plus  travel  expenses  which  the 
Association  didn't  have.  So,  Mr.  Smith  worked  out  an  agreement 
with  the  Board  of  Pharmacy  to  work  as  an  inspector  as  he  traveled 
around  the  state  soliciting  members  and  payment  of  dues. 

For  the  next  ten  years,  the  office  of  the  Association  was  located 


Dining  in  the  Pharmacy  Network  Foundation  Auditorium 
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in  abasement  room  of  Howell  Hall,  thanks  to  the  generosity  of  the 
UNC  School  of  Pharmacy.  When  Mr.  Smith  arrived  from  Hickory, 
there  were  precious  few  records,  no  table,  chair  or  desk,  and  $  1 800 
in  the  bank  which  was  expected  to  last  until  the  next  year.  Being 
in  the  School  of  Pharmacy  had  its  advantages,  since  students  often 
dropped  in  and  many  lasting  relationships  were  established.  Mr. 
Smith  borrowed  some  equipment  from  the 
school  and  eventually  had  a  desk,  a  chair, 
a  typewriter,  and  a  hand-operated 
addressograph  machine  with  metal  plates 
of  the  members'  addresses.  This  was 
during  the  early  days  of  WWII,  and 
pharmacists  were  in  short  supply,  as  was 
gasoline.  So  his  idea  of  visiting  most  of 
the  pharmacists  in  the  state  was  curtailed. 
To  avoid  the  closing  of  Eubanks  Drug 
Store,  a  downtown  fixture,  Mr.  Smith 
worked  nights  and  weekends  to  help  Mr. 
Eubanks.  It  also  helped  financially. 

At  the  1944  Annual  Convention,  Mr. 
Smith  made  his  report  and  included  this 
information:  the  membership  roll  now 
totals  926-  regular  members  602.  life  members  46,  charter  members 
two  (charter  members  had  been  members  since  1880),  service  and 
honorary  10.  student  branch  57,  associate  122,  associate  life  one, 
and  associate  in  service  12.  He  then  made  these  comments:  "It  is 
my  belief  that  this  association  should  immediately  undertake  a 
program  looking  toward  the  eventual  establishment  of  a  permanent 
building  to  house  the  offices  of  the  Secretary-Treasurer  as  well  as 
all  records  pertaining  to  the  association  and  the  Carolina  Journal 
of  Pharmacy.  The  building  should  be  located  in  a  central  area  of 
the  state  and  be  of  sufficient  size  to  provide  ample  meeting  space 
for  committees,  delegations  and  the  like." 

Tom  Ham  of  Yanceyville  was  named  Chairman  of  the  Building 
Fund  Committee  and  the  solicitation  of  funds  was  begun.  The 
membership  was  polled  regarding  the  location  of  the  proposed 
building  with  the  choices  being  Chapel  Hill,  Raleigh,  Winston- 
Salem  and  Greensboro.  At  least  three-fourths  of  the  ballots 
indicated  Chapel  Hill.  The  building  fund  was  specifically  kept 
separate  from  the  Association's  operating  budget.  The  first 
contribution  to  the  building  fund  was  from  a  High  Point  pharmacist, 
Mr.  Coke  Cecil,  in  response  to  a  favor  Mr.  Smith  provided.  The 
Executive  Committee  opened  up  a  passbook  account  at  the  Bank 
of  Chapel  Hill  and  put  this  $50  in  it. 

Fund-raising  efforts  included  requesting  contributions  of  at  least 
$100  with  contributors'  names  to  be  included  on  the  memorial 
plaque  now  located  in  the  lobby.  The  center  section  alone  raised 
$26,000.  and  the  side  panels  eventually  raised  about  $24,000.  On 
football  weekends,  during  the  era  of  Charlie  Justice,  the  Association 
prepared  barbeque  lunches  which  were  sold  for  about  twice  the 
cost.  One  weekend  over  400  people  showed  up.  A  promotion  to 
raise  money  to  cover  the  roof  consisted  of  selling  100  sq.ft.  bundles 
of  shingles  for  $17.  Memorial  plaques  (on  the  wall  in  the 
auditorium)  were  sold  for  $500.  and  since  they  cost  about  $200. 
the  excess  money  went  into  the  newly  established  Endowment 
Fund,  designed  to  help  cover  the  expense  of  operating  the  building. 
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Auctions  were  held  at  the  convention,  with  merchandise  donated 
by  manufacturers,  wholesalers  and  drug  stores.  The  trees  out  front 
were  named  for  contributors,  but  regrettably  there  is  no  record  of 
these  names.  W.  H.  King  Drug  Company  in  Raleigh  contributed 
$5,000  in  honor  of  B.  Frank  Page,  for  whom  the  Board  room  down 
the  hall  is  named.  After  the  building  was  completed  (1948?)  Tom 
Stanback  of  Salisbury  came  by  the  office  one  hot  summer  day. 
stayed  for  a  while,  and  told  W.J.  to  get  the  place  air-conditioned 
and  send  him  the  bill.  The  Woman's  Auxiliary  had  plates  made 
and  sold  them.  Many  are  still  in  use  today  here  in  the  Institute. 
One  anonymous  donor  gave  $5,000.  The  most  ingenious  fund- 
raiser was  the  program  in  which  on  request,  the  Association  would 
send  any  member  $10  to  invest  and  after  six  months  the  member 
would  return  the  principle  and  profits  back  to  the  Association.  The 
winner  in  this  contest  was  a  Durham  pharmacist,  Mr.  Jimmy 
Castille.  who  returned  $163.  made  on  investment  in  merchandise 
which  he  sold  and  then  reinvested  the  proceeds.  Other  pharmacists 
increased  their  allotment  through  such  ploys  as  betting  on  football 
games,  the  stock  market,  and  even  the  purchase  of  a  registered 
dog.  donating  the  stud  fees.  The  Traveling  Men's  Auxiliary  and 
the  Woman's  Auxiliary  were  very  active  in  raising  money.  The 


WA  donated  at  least  $4,000  and  the  TM  A  was  just  slightly  behind. 

Eventually  about  $25,000  was  in  hand  and  the  committee  set 
out  to  buy  some  land.  This  current  property  was  formerly  owned 
by  the  Baptist  Church,  but  the  property  was  purchased  from  the 
eventual  general  contractor.  Mr.  Ardenta  Thompson,  for  $12,500. 
The  architect  for  the  building  was  Mr.  Archie  Royal  Davis  of 
Durham.  When  bids  were  let  and  opened,  they  were  about  $25,000 
above  what  the  committee  was  expecting.  Mr.  Thompson,  who 
sold  the  land,  agreed  to  build  on  a  cost  plus  basis  as  much  of  the 
building  as  the  money  available  would  allow,  and  as  more  money 
became  available,  he  built  more  building.  The  final  cost  of  the 
building  was  $54,000.  and  including  the  cost  of  the  land,  the  total 
expenditure  was  $66,500.  The  property  is  on  the  tax  books  today 
for  $931,782. 

Eventually,  the  Association  and  the  Board  of  Pharmacy  moved 
in.  The  Board  was  a  tenant  of  the  Association  as  had  been  planned. 
The  first  meeting  was  held  in  September  in  the  auditorium  on 
folding  chairs  and  a  bare  floor.  Soon,  wooden  school  desk  type 
chairs  were  installed  and  paid  for  by  selling  metal  plaques  which 
were  affixed  to  the  back  of  these  chairs.  These  desks  were  bolted 
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2005  Building  Remodeling  Fund  Contributors 

The  Institute  of  Pharmacy,  which  houses  NCAP  is  undergoing  renovations  thanks  to  the  following  individuals  who  contributed  to  the  2005 
Building  Remodeling  Fund.  Working  together,  we  met  the  $25,000  challenge  for  2005  and  received  a  two-to-one  match  of  $50,000  from  the 
Pharmacy  Network  Foundation.  A  special  thanks  goes  to  Jack  Watts  who  is  chairing  the  campaign.  We  have  received  another  challenge  for  2006. 
If  you  would  like  to  contribute  to  the  2006  Fund  please  contact  Linda  Goswick  at  NCAP:  919.967.2237,  800.852.7343.  linda@ncpharmacists.org. 
Your  contribution  is  tax-deductible. 
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Donna  K.  Gibson 
Charles  B.  Gillespie.  Jr. 
Gary  and  Ruth  Glisson 
Beth  D.  Greek 
Karen  Lee  Griffin 
James  R.  Hall 
Susan  S.  Harris 
William  L.  Harris,  Jr. 
Margaret  M.  Hartis 
Thomas  E.  Hawkins 
Dan  M.  Hayes 
Karen  K.  Hayes 
John  T.  Henley 
Ruth  H.  Higgins 
Beverly  J.  Holcombe 
J.  Winston  Hollingsworth 
Tom  and  Alyce  Holmes 
W.  Seymour  Holt 
John  C.  Hood.  Jr. 
Walter  W.  Howie 
Joseph  L.  Johnson,  Jr. 
Chris  M.  Jones 
Nellie  Silver  Jones 
Phebe  M.  Kirkman 
Sterling  Koonce 
Samuel  F.  Lewis 


Timothy  V.  Marcham 

Michael  D.  Martz 

John  L.  McCall,  Jr. 

Marilyn  A.  McConnell 

Charlotte  Ridgeway  McCorkie 

Frank  A.  Measamer 

Peter  T  M  til  tones 

John  A.  Mitchener  III 

Steven  R.  Moore 

George  D.  Morgan 

JoAnn  S.  Moss 

Michael  L.  Neale 

Kave  N.  Nikbaknt 

Michael  Overman 

Jesse  E.  O.xendine 

Steven  B.  Painter 

Claude  U.  Paoloni 

Pharmacy  Network  Foundation 

Molly  Ingram  Pliszka 

Debra  J.  Pittman 

Lorie  L.  Poole 

Pharmacists  Mutual  Foundation,  Inc. 

Pharmacy  Foundation  of  North 

Carolina  (VNC) 

Freddy  J.  Rabon 

Albert  J.  Rachide 

Michael  C.  Rash 

Donna  Roberts  Rice 

Hearne  F  Rickard  II 

Neil  E.  Rochette 

Jacqueline  M.  Roll 

Robert  R.  Sampson 

Pamela  V.  Scheetz 

Evan  S.  Setzer,  Jr. 


Texie  P.  Shelby 

W.  Al  Simmons 

John  W.  Sink,  Jr. 

Charles  K.  Smith 

Robert  G.  Smith 

Paul  A.  Stevenson 

Larry  N.  Swanson 

Charles  F.  Swift 

Thomas  F  Taylor 

Thomas  G.  Taylor 

Leigh  Ann  Teal 

Andre  T.  Tennille.  Jr. 

William  G.  Thames 

William  N.  Thrower.Jr. 

Robin  W.  Tinney 

Alton  G.  Tower 

Tracey  H.  Truesdale 

Elizabeth  J.  Truman 

Ken  W.  Tuell 

Martha  H.  Vaughn 

Randal  L.  Von  Seggern 

Douglas  C.  Wager 

J.  Davie  Waggett 

M.  Thomas  Wagner,  Jr. 

Jack  G.  Watts 

David  S.  Wheeler 

Josiah  R.  Whitehead 

Willis  L.  Whitehead 

George  M.  Willets 

Wilson  County  Pharmaceutical 

Association 

Ronald  J.  Winstead 

Roland  V.  Wood 
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to  the  floor  and  several  classes  took  their  Board  exams  in  these 
desks.  In  1971-72,  the  Association  decided  to  replace  these  fixed 
seats  with  more  versatile  movable  seats.  Mrs.  Bernice  Brooks  was 
instrumental  in  selling  these  100  seats  at  a  cost  of  $29.50  each, 
plus  shipping.  The  old  seats  were  sold  to  the  state  of  North  Carolina 
and  were  last  seen  in  a  school  building  in  the  mountains. 

The  Woman's  Auxiliary  has  been  a  great  friend  of  the  Institute. 
They've  redone  the  kitchen  at  least  three  times  and  completely 
refurbished  the  lobby  and  the  bathrooms.  Their  generosity  has 
provided  furniture,  carpeting  and  wall  covering. 

The  building  has  been  difficult  to  maintain  over  the  past  25 
years.  Because  it  was  built  so  well,  there  were  places  that  were 
airtight  that  should  have  had  some  air  flow.  Paint  literally  jumped 
off  the  outside  wood  because  of  the  moisture  retained  in  the  wood. 
Painting  was  an  every  two  or  three  year  project.  A  new  roof  had 
to  be  put  on  after  about  25  years.  The  flat  roof  over  the  porch 
leaked.  After  a  heavy  rain,  water  rose  in  the  basement,  adding  to 
the  mildew  and  potential  rotting  of  wooden  supports.  In  1990, 
under  Ralph  Ashworth's  leadership,  the  Executive  Committee 
decided  to  have  the  building  properly  waterproofed  below  the 
ground  level.  Exhaust  fans  were  put  in  the  attic  and  vents  were  put 
all  around  the  roof  line.  Window  sills  and  gutters  were  replaced 
and  the  slope  of  the  ground  around  the  building  was  changed  so 
that  water  ran  away  from  the  foundation.  The  waterproofing  was 
expensive  but  effective  after  three  efforts.  The  cost  of  this  project 
was  $65,000.  about  $11,000  above  the  estimate  because  in 
excavating  the  foundation,  the  contractor  found  a  fuel  oil  tank  that 
had  been  long  forgotten.  Following  the  EPA  requirements,  we 
paid  about  SI 2,000  to  have  the  tank  dug  up,  cut  up  and  disposed 
of.  and  the  surrounding  ground  tested  for  contamination.  When  it 
was  found,  we  paid  for  two  truckloads  of  dirt  to  be  carted  away  at 


S 1 ,000  per  truckload.  and  two  truckloads  of  new  dirt  brought  in  to 
replace  the  oily  dirt.  The  basement  water  was  eliminated  and  the 
ground  floor  was  completely  renovated  and  was  used  as  offices  by 
NCSHP.  Money  for  this  was  raised  from  the  membership. 

This  building  has  been  used  by  many  different  groups.  For  the 
first  10  years  of  its  existence,  no  property  taxes  were  paid  because 
it  was  considered  an  educational  building.  Our  taxes  for  this  year 
are  over  $16,000.  Churches,  volunteer  organizations,  the  UNC 
Hospital  Auxiliary,  the  Men's  Garden  Club  and  the  Rose  Society 
often  met  here.  Andy  Griffith  has  appeared  on  this  stage  and  was 
paid  $25.  Congressman  L.H.  Fountain  was  treated  to  a  reception 
here.  A  wedding  reception  for  an  employee's  daughter  was  held 
here,  complete  with  Greek  dancing.  Pharmacy-related  groups  such 
as  the  Board  of  Pharmacy,  which  held  its  exams,  public  hearings 
and  reciprocity  meetings  here,  the  Socio-Economic  Seminar,  the 
^Woman's  Auxiliary,  students,  fraternities  and  sororities,  the 
Pharmacy  Foundation  of  North  Carolina,  and  NCSHP  have  all  used 
the  building.  Innumerable  Association  functions  have  been  held 
here,  and  the  Red  Cross  and  local  service  clubs  have  all  used  the 
building  at  one  time  or  another.  In  1980.  we  hosted  the  Southeastern 
Pharmacy  Association  Officers  Conference  in  this  building.  One 
of  the  Executive  Directors  who  attended  was  so  impressed  with 
our  building  that  she  went  back  to  Mississippi  and  started  a 
fundraising  effort  to  get  them  such  a  building. 

About  30  years  ago,  the  Board  of  Pharmacy  moved  out.  This 
had  been  a  good  relationship,  but  there  were  some  disadvantages. 
For  example,  when  someone  had  a  disciplinary  hearing,  it  was  held 
here,  and  that  person  was  generally  irritated  at  everyone  in  the 
building,  which  included  the  Association.  The  Board  needed  more 
space  and  so  did  the  Association.    Serious  efforts  were  made  to 

...continued  on  page  22 


Some  call  him 


HERO 


we  call  him  Bob. 


From  filling  your  vacancy  needs 

to  finding  opportunities  for  additional  income, 
s^eJL**^-, .  .Bob  is  just  one  of  many  super  customer 
service  reps  to  help  you  with  your  needs. 


HEALTHCARE  CONSULTANTS 
PHARMACY  STAFFING 

phone  800-642-1652  •  fax  800-439-4160 
www.pharmacy-staffing.com 


Alabama  ■  Arizona  •  Florida  •  Georgia  •  Kentucky  •  Louisiana  •  Mississippi  •  Nevada  •  N.  Mexico  •  North  Carolina  •  South  Carolina  •  Tennessee  •  Texas 
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At  Mutual  Drug,  we  believe  every  store  counts... 
Your  success  is  imperative  to  our  success.  We  offer 
you  the  power,  programs  and  services  dedicated  to 
store  growth  and  customer  satisfaction. 

We  treat  every  store  equally  in  terms  of  price  and 
service.  Today,  it  is  easier  than  ever  to  become  a 
Mutual  member/owner.  Just  call  1-800-800-8551 
to  learn  more  information  about  joining  Mutual  Drue 
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expand  the  floor  space,  but  with  Chapel  Hill's  peculiar  zoning,  we 
could  not  cut  down  any  trees  and  would  have  had  to  rent  parking 
space  elsewhere  if  the  floor  space  exceeded  a  certain  number  of 
square  feet.  A  proposal  was  made  to  raise  the  roof  and  put  offices 
in  the  attic,  but  the  cost  was  prohibitive 

On  November  18.1 999.  the  NC AP  Board  approved  the  transfer 
of  ownership  of  the  building  to  the  Endowment  Fund,  but  the 
Endowment  Fund  did  not  take  action  at  that  time  to  accept 
ownership.  Although  there  was  some  talk  of  selling  the  building, 
on  November  2 1 .  2002  the  NCAP  Board  voted  not  to  sell  but  instead 
to  launch  a  fundraising  campaign  to  renovate  it.  The  Endowment 
Fund  would  be  the  vehicle  used  to  make  contributions  tax 
deductible. 

On  March  7.  2003.  the  Endowment  Fund  Board  met  with  its 
attorney  to  discuss  two  options:  1 )  accept  contributions  on  behalf 
of  NCAP  to  renovate  the  building,  or  2)  accept  ownership  of  the 
building  from  NCAP.  It  was  the  consensus  of  the  Board  that,  barring 

calendar 

May  13:  NCAP  Technician  Review  Seminar,  Jacksonville 
June  24:  NCAP  Technician  Review  Seminar,  Fayetteville 
June  25:  NCAP  Technician  Review  Seminar,  Greensboro 
July  8:  NCAP  Technician  Review  Seminar,  Asheville 
July  9:  NCAP  Technician  Review  Seminar,  Charlotte 
July  14:  Residents  Leadership  Conference,  Friday  Center, 
Chapel  Hill 

Sept.  8-10:  Pharmacy  Practice  Seminar,  Wilmington 
Oct.  22-24:  NCAP  Annual  Convention,  Sheraton  Imperial, 
Research  Triangle  Park 


Ml 


BUSINESS 
BROKERS 


VR'  Has  Sold  More  Businesses  In  North  America  Than  Anyone 

THINKING  OF  SELLING  YOUR 
PHARMACY? 

Selling  your  business  is  our  only  business.  We  closed 

on  an  independently  owned  pharmacy  very  recently  and 

this  is  a  direct  quote  from  our  client: 

"you  do  not  have  to  sell  to  a  big  drug  chain.'  there  are 
buyers  out  there... 

I  WAS  ...  REFERRED  TO  Mr.  Br*D  OfFERDAHL.    Mr.  OfFERDAHL  ... 

FOUND  SEVERAL  POTENTIAL  BUYERS... 

...MADE  SURE  THAT  EVERiTHING  WAS  TAKEN  CARE  OF  INCLUDING 

SECURING  A  LAWYER.    FINANCING,  AND  CONTRACTS. 

If  you  DESIRE  TO  sell  YOUR  PHARMACY,  I  WOULD  HIGHLY 

RECOMMEND  Mr.  OFFERDAHL...  " 

We  CAN  DO  THE  SAME  FOR  YOU!    FOR  A  FREE,  NO 

obligation,  consultation  call: 

Brad  Offerdahl 

Ph:  704.676.0940 

E-mail:  brad@vrcharlotte.com 


any  legal  or  financial  problems,  the  preference  would  be  to  take 
ownership  of  the  building. 

The  Endowment  Fund  Board  met  on  April  28,  2003  with  its 
attorney,  accountant  and  members  of  the  NCAP  fundraising 
committee  to  discuss  the  issues  involved  in  accepting  ownership 
of  the  building,  and  there  was  lengthy  discussion.  In  the  end,  the 
Board  voted  unanimously  to  accept  ownership  of  the  Institute. 

On  November  13.  2003,  almost  four  years  to  the  day  after  the 
NCAP  Board  had  approved  transferring  ownership  of  the  building 
to  the  Endowment  Fund,  a  Property  Management  Committee  was 
appointed  consisting  of  Mickey  Watts,  Jimmy  Jackson,  and  Ralph 
Ashworth.  This  committee  has  coordinated  the  spending  of  over 
$100,000  to  renovate,  redecorate  and  upgrade  the  building.  These 
folks  have  done  a  lot  of  work  and  their  efforts,  as  well  as  those  of 
the  staff,  are  evident  all  around  us.  Also  instrumental  in  this  project 
Js  our  fundraising  chairman.  Jack  Watts.  As  a  result  of  his  hard 
work,  you  have  given  generously  because  of  your  care  and  concern 
for  the  history  and  tradition  of  pharmacy  and  its  organizations  in  NC. 

In  addition  to  recognizing  all  the  benefactors  both  past  and 
present  which  I  have  mentioned,  we  are  gathered  in  this  auditorium 
today  to  recognize  and  express  our  appreciation  to  another  group 
whose  generosity  has  enabled  us  to  provide  the  repairs  and 
renovations  that  this  building  desperately  needed.  That  group  is 
the  Pharmacy  Network  Foundation.  To  date,  the  Pharmacy  Network 
Foundation  has  given  $150,000  in  support  of  this  building. 

So.  at  this  time,  in  recognition  and  appreciation  of  the  wonderful 
generosity  of  the  Pharmacy  Network  Foundation,  and  on  behalf  of 
the  Board  of  Directors  of  the  NCPhA  Endow  ment  Fund,  it  is  my 
pleasure  to  dedicate  and  name  this  room'"The  Pharmacy  Network 
Foundation  Auditorium."  and  to  commemorate  this  recognition 
with  a  plaque  memorializing  this  event.  ♦ 


the  Twin  MSN  Pharmaci 

(Hint:  They're  the  happy  ones!) 


PmRMS?lFF 


800.223.9230) 
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TECHNOLOGY    SPIRITED 
THROUGH    HUMAN    TOUCH 


NOW  SHE  USES  HER  SCIENTIFIC  EXPERTISE 
TO  IMPROVE  HER  PATIENTS  QUALITY  OF  LIFE. 


If  you've  worked  hard  to  move  forward  in 
your  career,  there's  no  better  place  than  at 
Wake  Forest  University  Baptist  Medical 
Center  to  take  you  even  further.  Our  com- 
passionate caregivers,  advanced  technology 
and  the  most  up-to-date  diagnosis  and 
treatments,  have  not  only  made  us  a 
Magnet  Hospital,  but  also  one  of  "America's 
Best  Hospitals"  by  U.S.  News  and  World 
Report, 

Join  our  state-of  the-art  Pharmacy 
Department,  comprised  of  more  than  220 
talented  individuals.  Our  decentralized 
pharmacy  services  the  Main  Pharmacy, 
Operating  Room  Pharmacy,  Outpatient 
Surgery  and  the  Pediatrics  Pharmacy  among 
others. 

We  are  currently  seeking  Pharmacists  to  fill 
opportunities  available  in  several  clinical 
specialties. 

Bring  your  knowledge  and  compassion  to 
Wake  Forest  University  Baptist  Medical 
Center  and  you'll  go  far. Whatever  your 
specialty,  knowledge  or  level  of  experience, 
there's  always  room  for  growth  at 
WFUBMC.To  learn  more  about  our  cur- 
rent opportunities,  please  visit  us  at  our 
website  at:  www.wfiibmc.edu  and  select 
North  Carolina  Baptist  Hospital  to  fill 
out  our  online  application.  EOE 


ym^ 


Wake  Forest  University  Baptist 
I'llllJlWillHI 
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Nominations  Sought  for  NCAP  Election,  Awards 


NCAP  Election 

Deadline  for  Nominations,  June  30,  2006 

NCAP  will  elect  a  2007  President-Elect  (to  serve  as  President  in 
2008,  3-year  term)  andtwoAt-large  Board  members  (3-year  terms  I. 
Members  may  submit  nominations  or  requests  to  be  considered  for 
these  positions.  Send  to  NCAP  Nominations  Committee.  109 
Church  Street.  Chapel  Hill,  NC  275 1 6  (FAX  9 19-968-9430  or  email 
to  linda@ncpharmacists.org) 

Acute  Care  Practice  Forum:    The  Practice  Forum  will  elect  a 
Chair-Elect  (3-year  term),  three  Executive  Committee  members  (3- 
year  termsl  and  two  Delegates  to  ASHP  (3-year  terms).  Members 
of  the  Practice  Forum  may  submit  their  nominations  to  Eric  Locklear, 
Chair  of  the  Acute  Care  Practice  Forum:  Iockle03@srmc.org 
Chronic  Care  Practice  Forum:   The  Forum  will  elect  a  Chair- 
Elect  (3-year  term).   Members  of  the  Practice  Forum  may  submit 
their  nominations  to  Rick  Whitesell.  Chair  of  the  Chronic  Care  Prac- 
tice Forum:  email  to  rjwinclt@earthlink.net 
Community  Care  Practice  Forum:  The  Practice  Forum  will  elect 
a  Chair-Elect  (3-year  term)  and  one  Executive  Committee  member 
(1-year  term).   Members  of  the  Practice  Forum  may  submit  their 
nominations  to  Leigh  Foushee.  Chair  of  the  Community  Care  Prac- 
tice Forum:    FAX  919-567-7430.  or  leigh.foushee@kroger.com 
Award  Nominations 
Deadline  for  Nominations  is  June  30,  2006. 
It  is  a  privilege  for  the  North  Carolina  Association  of  Pharmacists 
to  recognize  excellence  within  the  profession.  NCAP  will  hold  its 
Awards  Ceremony  during  the  Convention  October  22-24  in  Re- 
search Triangle  Park.  NC.   The  Board  of  Directors  invites  NCAP 


PHARMACY  FOR  SALE 

50  yr  history!  Exceptional  margins.  Located  in  a 

thriving  major  South  Carolina  area.  +$300k  benefit  to 

owner!  Offered  with  7  year  owner  financing.  Call  Brad 

for  more  details. 

VR  MERGERS  &  ACQUISITIONS 

888.676.0940 


members  to  make  nominations  for  the  following  awards.  Nomina- 
tions must  include  biographical  data  on  the  nominee  for  review  by 
the  Awards  Committee.  Submit  to  Awards  Committee,  NCAP,  109 
Church  Street.  Chapel  Hill,  NC  275 1 6.  FAX  9 1 9-968-9430  or  email 
linda@ncpharmacists.org 

Don  Blanton  Award:  Presented  to  the  pharmacist  who  has  con- 
tributed most  to  the  advancement  of  pharmacy  in  North  Carolina 
during  the  past  year.  This  award  was  established  by  Charles  Blanton 
in  memory  of  his  father.  Don  Blanton.  who  served  the  North  Caro- 
lina Pharmaceutical  Association  as  President  1957-58. 
Elan  Innovative  Pharmacy  Practice  Award:  Presented  to  a  phar- 
macist practicing  in  North  Carolina  who  has  demonstrated  Innova- 
tive Pharmacy  Practice  resulting  in  improved  patient  care. 
-Pharmacists  Mutual  Distinguished  Young  Pharmacist  Award: 
Criteria  for  this  award  are:  (1)  Entry  degree  in  pharmacy  received 
less  than  1 0  years  ago  ( 1 996  or  later  graduation  date );  ( 2 )  Licensed 
to  practice  pharmacy  in  NC:  (3)  Actively  practices  retail,  institu- 
tional, managed  care  or  consulting  pharmacy;  (4)  Participates  in 
national  pharmacy  associations,  professional  programs,  state  asso- 
ciation activities  and/or  community  service. 
Wyeth  Bowl  of  Hygeia  Award:  Criteria  for  this  award  are:  ( 1 ) 
Licensed  to  practice  pharmacy  in  NC;  (2)  Has  not  previously  re- 
ceived the  Award:  ( 3 )  Is  not  currently  serving  nor  has  he/she  served 
within  the  immediate  past  two  years  on  its  awards  committee  or  as 
an  officer  of  the  Association  in  other  than  an  ex  officio  capacity; 
(4)  Has  compiled  an  outstanding  record  of  community  service, 
which,  apart  from  his/her  specific  identification  as  a  pharmacist, 
reflects  well  on  the  profession. 
Continuing  Excellence  Program 
Deadline  for  applications  is  February  I,  2007. 
The  purpose  of  the  Continuing  Excellence  Program  is  to  recognize 
individuals  who  have  distinguished  themselves  through  sustained 
service  to  the  profession  and  the  public  and  to  promote  an  aware- 
ness of  NCAP  and  the  profession  of  Pharmacy  among  the  public 
and  other  health  professions.  Program  Criteria  and  application  form 
are  available  on  the  NCAP  Web  site  at  www.ncpharmacists.org  or 
contact  Linda  Goswick:  1-800-852-7343  or  email 
linda@ncpharmacists.org.  Award  recipients  will  be  recognized  at 
the  2007  Practice  Forum  Meetings. 


Design  By  a  Pharmacist  For  Today 's  Pharmacy 

Specializing  in  "Pharmergonomic"  Design 

•  Professional  Store  Planning  •  Madix  Store  Fixtures  • 

•  Consultation  Areas  •  Disease  Management  Rooms  • 

•  Compounding,  Clean  &  Ante  Rooms  •  Unit  Dose  • 
•  Custom  Woodworking  &  Laminates  •  Installation  • 

•  Over  37  Years  Rx  Experience  •  1 5-Year  Store  Owner  • 

Call  or  Fax  Toll  Free  888-265-1566  •  Greenville,  SC 

Fixture  Resource,  Inc.  •  •  •  Ron  Burkhart,  RPh 


24  North  Carolina  Pharmacist,  Spring  2006 


Our  Company  Makes  the  Promise 
Our  People  Stand  Behind  It. 


It  means  Pharmacists  Mutual  Insurance 
Company  promises  'To  help  our 
customers  attain  financial  peace  of  mind.' 

It  means  our  employees  stand  behind 
that  promise  each  and  every  day. 


Pharmacists 

MutuaiCompanies 

One  Pharmacists  Way.  Highway  1 8  West 
P.O.  Box  370  •  Algona.  IA  505 1 1  -0370 


It  means  our  President,  our 
pharmacist/attorneys,  our  home  office 
staff,  and  our  sales  representatives  are 
focused  on  helping  you  achieve  financial 
security. 

It  means  we  are  the  only  insurance 
company  devoted  to  pharmacists. 

It  means  value  that  we  believe  you  can't 
get  anywhere  else. 

Call  us  at  800-247-5930  or  visit 
www.phmic.com  today  to  see  what  it 
means  to  have  our  people  stand 
behind  you. 


Pharmacists  Mutual  Insurance  Company 
Pharmacists  Life  Insurance  Company 
Pharmacists  National    Insurance  Corporation 
Pro  Advantage  Services.  Inc. 
PMC  Quality  Commitment,  Inc. 


■  \> 

Ron  Stoll,  LUTCF 
Summerfield,  NC  27358 
800-247-5930  ext.  7137 
ron.stoll@phmic.com 


Pharmacists  Mutual  is  endorsed  by  the  North  Carolina  Association  of  Pharmacists  (compensated  endorsement). 
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•  Small  Doses 


DAVID  R.  WORK  ENDOWMENT 
FOR  PHARMACY  LEADERSHIP  FUND 
The  David  R.  Work  Endowment  for  Pharmacy 
Leadership  Fund  has  been  established  in  honor 
of  the  NC  Board  of  Pharmacy  retiring  Executive 
Director  David  Work.  The  establishment  of  the 
Endowment  was  announced  April  29  at  a  retire- 
ment dinner  held  for  David  in  Chapel  Hill.  The 
Endowment  will  be  managed  by  NCAP  and  used 
exclusively  for  the  ongoing  support  of  scholarly 
pursuits  to  cultivate  future  NC  pharmacy  lead- 
ers. If  you  would  like  to  make  a  contribution 
please  visit  the  NCPhA  Endowment  area  of  the 
NCAP  Web  stie  at  www.ncpharmacists.org  or  call 
NCAP  at  919-967-2237. 

CHATER  RECEIVES  APhA  AWARD 
Rebecca  W.  Chater.  RPh.  MPH.  FAPhA.  re- 
ceived APhA's  Distinguished  Achievement 
Award  in  Administrative  Practice.  Rebecca  is 
Director  of  Clinical  Sen  ices  for  Kerr  Drug  and 
serves  as  the  Project  Manager  for  the  Kerr  Com- 
munity Healthcare  Center  in  Lenoir.  NC.  The 
Center  provides  a  cost-effective  way  for  patients 
to  receive  preventive  care  and  features  one-on- 
one  services,  interventions,  and  services  from 
pharmacists,  nutritionists,  respiratory  therapists 
and  other  specialists.  She  is  President  of  the  NC 
Board  of  Pharmacy  and  was  a  member  of 
APhA's  Board  of  Trustees  from  1997  to  2000. 
One  nominator  noted  that  Rebecca  "truly  sees 
the  big  picture  and  continually  strives  to  inspire 


and  motivate  pharmacists  and  change  the  prac- 
tice of  pharmacy  for  the  better." 

GLISSON  LEADS  UNITED  DRUGS 
United  Drugs,  a  leading  independent  pharmacy 
cooperative,  recently  announced  their  2006 
Board  Chair.  Gary  Glisson.  RPh.  FACA.  F1ACP. 
Gary  is  the  owner  of  two  pharmacies:  Ward 
Drug  Co.  in  Nashville.  NC  and  Healthwise 
Pharmacy  in  Greenville.  NC;  both  located  on 
the  eastern  side  of  the  state.  In  his  19*  year  as 
an  independent  pharmacy  owner,  Gary  has 
established  a  varied  pharmacy  practice  with 
concentrations  in  custom  compounding, 
nutraceuticals,  home  jtedical  equipment, 
immunizations,  diabetic  care  and  consultative 
services  (male  and  female  HRTi.  He  has  served 
on  the  United  Drugs  Board  of  Directors  for  the 
past  4  years. 

ROTH  RECEIVES  DEFRIESE  AWARD 
Mary  Roth.  PharmD.  MHS.  has  received 
the  2006  Gordon  H.  DeFriese  Career 
Development  in  Aging  Research 
Award.  The  award,  given  by  the  UNC  Institute 
on  Aging,  is  presented  each  year  to  one  UNC 
faculty  or  staff  member  and  one  doctoral  student 
who  demonstrates  outstanding  promise  in  aging 
research.  Roth  is  an  assistant  professor  in  the 
Division  of  Pharmaceutical  Outcomes  and 
Policy  in  the  School  of  Pharmacy  and  a  research 
assistant  professor  in  the  Division  of  Geriatric 


Medicine  in  the  School  of  Medicine.  She  has 
served  as  co-investigator  on  numerous  aging 
research  projects  that  focus  particular  attention 
to  optimizing  medication  use  in  older  adults  with 
chronic  diseases. 

PHARMACISTS  MUTUAL  HONORS 
NC  FIELD  REPRESENTATIVE  STOLL 
Ronald  Stoll,  LUTCF.  North  Carolina  Field 
Representative,  was  presented  with  the 
"Commitment  to  Excellence"  award  for  the 
second  year  in  a  row  at  Pharmacists  Mutual's 
Annual  Sales  and  Marketing  Meeting  held 
February  2.  He  resides  with  his  wife  and  three 
children  inSummerfield,  North  Carolina. 

SHELTON  RECEIVES  ASCP  AWARD 
Penny  S.  Shelton.  PharmD.  CGP.  FASCP.  was 
presented  the  ASCP  Leadership  in  Education 
Aw  ard  at  "Geriatrics  '06."ASCP"s  28th  Midyear 
Conference  and  Exhibition  in  Las  Vegas.  NV. 
Penny  is  Program  Director  and  Senior  Care 
Pharmacist  for  the  Medical  Education  and  Safety 
(MEDS)  Program  with  Resources  for  Seniors. 
Inc..  Raleigh,  NC.  She  also  is  an  Assistant 
Professor.  Department  of  Pharmacy  Practice. 
Campbell  University  School  of  Pharmacy.  The 
ASCP  Leadership  in  Education  Award  was 
established  to  honor  the  unique  and  innovative 
educational  endeavors  of  ASCP  members  and 
to  recognize  specific  accomplishments  and 
achievements  in  the  area  of  education. 


Good  Health  for  North  Carolina  and  a  Great  Opportunity  for  You 


Even  though  there  are  hundreds  of  different  jobs 
at  UNC  Health  Care,  every  employee  plays  an 
essential  role  in  our  mission:  helping  people  from 
all  over  our  state.  Pharmacists  at  UNC  Health 
Care  are  integral  to  the  delivery  of  patient 
care  services,  and  as  such  are  active  members 
of  the  patient  care  team.  Pharmacists  enjoy 
a  broad  variety  of  clinical  and  distributive 
responsibilities  and  participate  in  the  training  and 
education  of  pharmacy  students  and  residents. 

UNC 

HEALTH  CARE 


Pharmacist,  Inpatient  -  Job  Class  2850 

Both  day  shift  and  night  shift  positions  are  available. 
$5,000  sign-on  bonus  for  day  shift. 

Pharmacist,  Outpatient  -  Job  Class  2856 

Full  time  positions  available  for  patient-oriented  professionals  dedicated  to  counseling  and  problem 
solving  with  customers  with  complex  health  issues.  Rotation  through  three  outpatient  pharmacies 
located  on  the  UNC  campus.  Pharmacists  work  an  average  of  45  hours  per  week.  If  you  enjoy 
working  directly  with  patients  as  part  of  a  pharmacists  team  in  a  tertiary  care  teaching  environment 
that  is  well  supported  with  drug  information  and  patient  care  tools,  we  are  interested  in  speaking 
with  you. 
S5.000  sign-on  bonus! 

Pharmacy  Operations  Specialist  -  Job  Class  2852 

DIRECTOR,  CENTER  FOR  MEDICATION  POUCY  AND  CLINICAL  ECONOMICS.  The  Center  is  a  key  element 
within  the  UNC  Department  of  Pharmacy  providing  guidance  to  the  development  of  safe  and  clinically 
effective  uses  of  medications. 

PEDIATRIC  OPERATIONS  MANAGER.  This  position  provides  clinical  medication  management  and 
drug  distribution  services  to  the  150  bed  UNC  Children's  Hospital. 

ACUTE  CARE  SERVICES  DIVISION.  OPERATIONS  MANAGER.  The  Acute  Care  Services  Division  provides 
clinical  medication  management  and  drug  distribution  services  to  UNC  Hospitals. 

These  senior  leadership  positions  are  also  eligible  for  an  academic  appointment  within  the  UNC 
School  of  Pharmacy  commensurate  with  experience  and  contributions  to  the  profession. 

For  job  qualifications  and  specific  details  about  these  career  opportunities,  and  to  complete  our 
on-line  application,  please  visit  our  website  at  www.unchealthcarejobs.com.  These  positions  are 
located  in  the  Allied  Health  Professional  &  Technical  section  of  our  job  postings.  For  more  information 
about  our  pharmacy  career  opportunities,  please  contact  David  Dolan  at  ddolangunch.unc.edu 
or  call  9 19-966-6856.  EOE 
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Earn  0.6  hours  (6  contact  hours)  of  ACPE  credit  while  onboard 

ROYAL  CARIBBEAN  INTERNATIONAL 
Adventure  of  the  Seas' 

April  29-May  6,  2007 

Sailing  from  San  Juan,  Puerto  Rico 


ITINERARY: 

***A11  passengers  must  have  a  valid  passport  for  this  cruise*** 
For  the  latest  passport  requirements  and  information  on  obtaining  or  renewing  a  passport,  visit  the  State  department^  website  at 

http://www.travel.state.gov/passport 


SUN-  San  Juan 

Depart:  1 0:00  pm 

MON-  St.  Thomas 

Arrive:  7:00  am 

Depart:  5:30  pm 

TUE-  St.  Maarten 

Arrive:  7:00  am 

Depart:  5:30  pm 

WED-  Antigua 

Arrive:  7:00  am 

Depart:  5:30  pm 

THU-  St.  Lucia 

Arrive:  7:00  am 

Depart:  5:30  pm 

FRI-  Barbados 

Arrive:  7:00  am 

Depart:  5:30  pm 

SAT-  At  Sea 

SUN-  San  Juan 

Arrive:  7:00  am 

SL06-123580    02/23/2006 
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Computer  Systems,  Inc.  1985-2005 

As  NC's  only  independently  owned  &  operated  pharmacy  software  company, 

VIP  adapts  to  your  pharmacy's  NC  Medicaid  needs. 

•  assigns  6  month  expiration  and  tracks  exempt  letters 

VIP  specializes  in  Customer  Service. 

•  on-site  installation  &  conversion 

•  on-call  technical  support 

•  individualized  training 

VIP  Pharmacy  Management  System  offers: 

•  prescription  processing  •  electronic  billing 

•  accounts  receivable  •  cash  register  and  receipt  printing 

•  inventory  management  •  electronic  signature  capture  (e-sig) 

•  interactive  voice  response  (ivr)  •  barcoding  for  POS 

•  pre  and  post  editing  •  NDC  scanning 

•  HIPAA  Security  Compliant  •  long  term  care 

Make  a  move  to  the  future  of  pharmacy 

with  tlw  most  progressive  pharmacy  management  system  available. 

VIP  Pharmacy  Management  System 

— for  that  Very  Important  Pharmacy...  YOURS! 

VIP  Computer  Systems,  Inc.        Phone  (919)  644-1690 
138  North  Churton  Street  Fax       (919)644-1694 

Hillsborough,  NC  27278  Email     sales@vip-pharmacy.com 

l..l.ll...l.l.l.l.l..l.l..ll...ll,..ll III.I.,I,M.M 

12*2************CAR-RT  LOT**C-000  * 

Kathy  Kendrick 

Health  Sciences  Library 

Cb»  758S  Unc 

Chapel  Hill  NC  27599-0001 
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Dates  to  Remember: 

September  8:  Immunization  Delivery  Certificate  Program 

September  9-10: 21st  Annual  Pharmacy  Practice  Seminar 

October  22-24:  NCAP  Annual  Convention 
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From  the  Executive  Director 


Is  This  The  End? 


Is  Medicare  Pail  D  the  end  of  pharmacy  as  most  of  us  know  it? 
Reading  the  commentaries  in  this  issue  might  suggest  that.  Looking 
at  the  Medicare  Part  D  program  from  the  perspective  of  independent 
community  pharmacy  or  a  regional  chain  pharmacy,  one  might  won- 
der if  this  is  the  beginning  of  the  end  for  that  segment  of  pharmacy. 
A  different  perspective  about  community  pharmacy  is  offered  by 
the  Pharmaceutical  Care  Management  Association  (PCMA).  They 
issued  a  news  release  July  13,  2006  based  on  a  Gannett  News  Ser- 
vice article  titled  "New  Medicare  Benefit  Boosts  Drugstore  Sales." 
This  article  reports  "that  the  S 1 .33  billion  retail  pharmacy  industry's 
stocks,  including  Walgreens,  CVS  and  Rite  Aid,  are  trading  near 
52  week  highs  as  they  profit  from  increased  prescription  drug  sales 
associated  with  the  new  Medicare  Part  D  program. 

A  review  of  the  NC  Board  of  Pharmacy  statistics  show  that  in 
2005  (last  year  figures  are  available)  NC  had  4.113  community 
pharmacies  (2,819  retail  chain  and  1,294  independent).  This  is  up 
154  stores  from  2003  which  reported  3.959  community  pharmacies 
(2,759  retail  chain  and  1.200  independent).  The  National  Commu- 
nity Pharmacy  Association  reports  that  the  number  of  independent 
pharmacies  in  2005  was  24.500.  up  from  24.345  in  2004.  At  least 
until  2006  it  appears  that  community  pharmacy,  including  indepen- 
dents, are  thriving,  not  just  surviving.  Has  Medicare  Part  D  altered 
that  landscape  significantly  so  that  the  2006  figures  will  show  a 
decline?  Or  will  the  COLLECTIVE  voice  of  pharmacy  finally  come 
together  to  change  the  program  to  assure  a  level  playing  field  and 
adequate  payment  for  services  rendered? 

Why  is  it  important  that  we  maintain  a  strong  community  phar- 
macy sector? 

1 .  Pharmacy  as  a  profession  is  strengthened  when  there  is  a 
real  option  for  pharmacists  to  be  self-employed.  This  means  that 
salaries  have  to  be  close  to  what  a  self-employed  pharmacist  can 
earn.  Pharmacist  employers  have  to  consider  working  conditions 
and  fringe  benefits  when  pharmacists  can  become  entrepreneurs. 
Patients  also  benefit  through  easier  access  and  more  service  oriented 
business. 

2.  With  99  colleges  of  pharmacy  now  operational  and  another 
dozen  in  various  stages  of  planning,  we  will  be  producing  more 
graduates  than  ever  before.  Most  of  these  graduates  expect  to  work 
in  community  pharmacy.  Any  reduction  in  the  number  of  community 
pharmacies  could  lead  to  an  over  supply  of  pharmacists. 

3.  If  access  to  a  personal  pharmacist  is  reduced,  many  patients 
will  be  disadvantaged.  Society's  most  vulnerable,  the  aged  and 
disabled,  will  be  significantly  hurt  by  this.  Patients  in  rural  areas 
wll  feel  the  impact  more  than  urban  residents.  Those  taking  more 
medicine  will  be  affected  first,  but  the  loss  of  community  pharma- 
cies will  eventually  hurt  the  entire  community. 

A  former  Dean  at  UNC,  George  Hager  came  back  from  a  visit 
where  he  was  evaluating  the  drug  distribution  system  in  a  develop- 


ing country  with  this  observation:  America  is  really  fortunate  that 
it  has  in  place  a  drug  distribution  system  that  can  get  almost  any 
drug  to  almost  any  patient  immediately.  He  went  on  to  say  that  we 
won't  appreciate  what  we  have  until  we  lose  it. 

Will  Medicare  Part  D  be  the  straw  that  breaks  up  this  community 
centered  drug  distribution  system? 

I  hope  not! 

Are  there  any  positives  in  the  Medicare  Part  D  program?  Will 
the  requirement  for  Medication  Therapy  Management  Services 
under  Part  D  become  the  vehicle  for  pharmacists  to  start  receiving 
cognitive  services  reimbursement  at  an  appropriate  level  to  make 
it  feasible  to  earn  a  living  practicing  this  way?  Will  the  Pay  for 
Performance  reimbursement  model  that  Medicare  is  implementing 
really  start  rewarding  pharmacists  for  better  services?  Will  the  new 
Pharmacy  Quality  Alliance  begin  to  bring  about  a  real  improvement 
in  medication  safety  for  consumers?  It  is  my  anticipation  that  2007 
will  see  these  Medicare  initiatives  begin  to  have  a  positive  impact 
on  pharmacy  practice. 

Could  another  "positive"  coming  out  of  the  current  Medicare 
Part  D  challenge  be  a  strengthening  of  the  pharmacy  community? 
Will  more  pharmacists  want  to  become  involved  both  professionally 
and  politically?  Could  NCAP  begin  to  see  an  increase  in  member- 
ship and  resources  so  that  we  can  promote  more  disease  manage- 
ment initiatives?  Will  the  pharmaceutical  industry  begin  to  realize 
that  pharmacists  are  their  allies,  not  their  enemies,  and  implement 
programs  that  really  support  community  pharmacy?  I  don't  know 
if  any  of  these  will  happen  but  when  you're  an  optimist  you  have 
to  keep  looking  for  the  possibilities. 

In  my  spiritual  pursuit  I  have  recognized  that  I  am  always 
closer  to  the  Lord  when  my  life  has  difficulties.  When  things  are 
going  well  I  find  myself  feeling  like  I  am  in  control  and  don't  need 
anyone.  Could  the  same  be  true  professionally?  Difficulties  bring 
out  the  best  in  most  of  us.  Could  the  problems  that  Medicare  Part 
D  is  causing  pharmacy  today  be  the  catalyst  to  get  us  to  make  the 
changes  we  should  have  made  before,  gain  new  skills  we  will  need 
to  better  serve  our  patients  tomorrow,  and  work  more  cooperatively 
with  others  for  the  betterment  of  the  patent  and  the  profession?  I 
believe  it  will. 

Although  Churchill  used  this  quote  under  a  different  situation. 
I  wonder  if  we  will  be  able  to  look  back  at  2006  and  the  Medicare 
Part  D  program  and  say  "This  is  not  the  end.  nor  is  it  the  beginning. 
but  it  is  the  end  of  the  beginning."  We  have  been  talking  about  a  new 
vision  for  pharmacy  practice  for  many  years.  I  believe  that  in  2015 
we  will  look  back  at  2006  and  Medicare  Part  D  with  the  realization 
that  it  really  was  "the  end  of  the  beginning." 

Fred  Eckel 
Executive  Director 
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More  independent  pharmacies. 
More  independence  for  you. 

Join  the  Good  Neighbor  Pharmacy®  Network. 
For  what  you  want  to  do. 


Supporting  your  success. 
•  Diabetes  Shoppe* 


PatientPlus- 


Performance  Plus  Network1 


Supporting  your  development. 

•  Continuing  Education  Credit  Opportunities 

•  Leading-edge  Automation  Technologies 

•  Customized  Local  and  National  Advertising 

•  Private  Label  Brand 


B& 


. 


Learn  how  you  can 
become  part  of  the 
Good  Neighbor  Pharmacy8 
network  -  visit  mygnp.com. 

Store  Locator 
1.888.GNP.STOR 

Raleigh  1.800.677.6484 


Our  Network  Across 

the  United  States 
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Responsibility  and  Rights 


During  the  past  few  years,  there  has  been  an  increasingly  intense  discussion  about  the  pharmacists'  right  to  refuse 
to  fill  a  prescription  that  they  consider  to  be  morally,  ethically  or  religiously  troubling.  This  debate  has  recently 
heated  up  as  a  result  of  a  commentary  published  in  Obstetrics  and  Gynecology  (  2006;  107:1 148-1 151 )  in  which  the 
authors  suggested  that  pharmacists  do  not  have  the  right  to  refuse  to  fill  any  legitimate  prescription.  In  one  instance,  a  state  governor 
has  issued  an  executive  order  requiring  pharmacists  to  fill  a  valid  prescription  within  a  four  hour  time  period.  This  order  is  now  under 
review.  It  is  not  surprising  that  this  topic  generates  strong  reactions  and  responses  from  various  groups;  however,  some  of  the  opinions 
expressed  demonstrate  a  poor  understanding  of  the  scope  of  the  issues  and  a  lack  of  insight  about  the  pharmacist's  role  in  health  care 
decisions  and  delivery. 

One  of  the  more  disturbing  aspects  to  me  is  the  opinion  that  pharmacists  lack  the  prerequisite  knowledge  and  skills  to  make  sound 
clinical  decisions  about  the  appropriateness  of  a  specific  treatment  option.  This  suggests  that  the  pharmacist  merely  serves  as  the  gate- 
keeper for  prescription  medication  and,  upon  the  order  of  aprescriber.  should  perform  the  technical  function  of  preparing  and  dispensing 
to  the  patient.  This  is  the  external  view  of  our  profession  among  many  patients  and  other  health  care  professionals  and  it  is  a  major 
reason  that  we  should  take  a  strong  professional  stance  on  issues  of  this  nature. 

Inexplicably,  some  people  who  condemn  pharmacists  for  taking  a  position  based  on  conscience  believe  that  it  is  acceptable  for  a 
physician  to  decline  to  prescribe  or  participate  in  a  therapy  if  they  object  based  on  moral,  ethical  or  religious  reasons.  It  is  difficult  to 
reconcile  the  opinion  that  a  physician  or  a  nurse  may  choose  not  to  participate  in  therapies  they  find  personally  troubling  but  that  same 
right  of  refusal  is  not  accorded  to  a  pharmacist.  Again,  this  highlights  the  importance  of  unity  and  consensus  from  within  the  profession 
and  among  our  professional  organizations. 

Professional  pharmacy  organizations  have  policy  related  to  the  issue  of  the  pharmacist's  right  to  refuse  to  fill  a  prescription  that 
they  find  troubling  due  to  moral,  ethical  or  religious  beliefs.  I  am  aware  of  three  (APhA,  ASHP,  and  ACCP)  in  which  I  am  an  active 
member  and  I  appreciate  that  there  is  a  stated  position.  In  each  case,  the  policy  position  recognizes  that,  although  the  pharmacist  has 
this  prerogative,  there  is  also  a  responsibility  to  ensure  that  the  patient  has  access  to  legally  prescribed  therapies  in  "a  reasonable,  profes- 
sional, timely,  confidential,  and  non-judgmental  manner."  Although  some  individuals  still  have  difficulty  with  this  clause  in  the  policy. 
I  believe  it  is  an  important  component  in  order  to  protect  the  rights  of  the  patient. 

To  minimize  the  potential  for  conflicts  that  a  pharmacist  might  encounter,  consideration  should  be  given  to  the  type  of  practice  and 
institutional  policies  at  the  time  of  employment.  Further,  a  pharmacist  should  be  open  and  honest  in  informing  colleagues  and 
employers  about  situations  they  might  encounter  so  effective  alternatives  for  providing  services  or  products  to  the  patient  can  be 
arranged.  This  is  an  important  component  to  ensure  that  the  needs  and  rights  of  the  patient  are  addressed.  Our  involvement  in  a 
profession  incurs  some  societal  responsibility  to  the  public.  When  our  personal  beliefs  conflict  with  legally  prescribed  therapies, 
the  concern  is  about  what  is  in  the  best  interest  of  the  patient.  This  must  be  addressed  in  a  way  where  the  rights  of  the  patient  (to 
have  access  to  treatmentl  and  the  rights  of  the  pharmacist  (to  decline  to  personally  participate  in  the  process)  are  protected. 

This  issue  is  not  a  new  one  and  isn't  one  in  which  we  will  reach  unanimous  agreement  within  our  profession,  the  medical 
community  or  in  society.  Having  an  open,  honest,  and  reasoned  public  discussion  is  important  in  effectively  managing  an  issue 
that  is  as  emotionally  charged  as  this  one  is.  In  my  opinion,  it  is  unfortunate  when  issues  like  this  are  under  consideration  by  state 
and  federal  government.  The  creation  of  laws  and  civil  penalties  are  not  effective  means  to  address  these  concerns. 

The  focus  of  the  public  debate  has  been  about  a  pharmacist's  refusal  to  fill  a  prescription  for  emergency  contraception  in  a 
timely  manner.  The  point  that  is  lost  on  many  in  the  heat  of  this  discussion  is  that  there  are  other  instances  and  examples  where 
a  pharmacist  (or  other  health  professional)  may  find  a  therapy  to  be  morally,  ethically,  or  religiously  troubling.  These  include 
the  legal  prescribing  of  biologic  therapies.  HIV  treatments,  pain  therapies,  various  hormonal  treatments,  contraceptives,  and 
therapies  with  the  potential  to  prolong  or  shorten  life. 

As  a  professional,  pharmacists  have  a  responsibility  to  perform  duties  that  are  in  the  best  interest  of  public  and  individual  health. 
It  is  an  unavoidable  fact  that  moral,  ethical,  or  religious  beliefs  will  conflict  with  that  responsibility  for  some  person  at  some  time. 
Pharmacists  have  the  right  (and  prerogative)  to  decline  to  personally  participate  in  these  situations.  In  exercising  this  prerogative,  the 
pharmacist  should  protect  the  patient's  right  and  access  to  therapy  through  other  mechanisms. 

You  may  have  had  discussions  with  patients  and  other  health  professionals  about  this  issue.  I  encourage  you  to  review  the  policy 
positions  of  pharmacy  organizations  to  ensure  that  they  are  consistent  with  your  personal  opinions.  I  also  hope  that  you  can  develop 
reasoned  and  rational  responses  that  represent  your  views  as  a  pharmacist  for  those  outside  our  profession.  The  most  effective  way  to 
convey  our  professional  position  is  through  one  pharmacist  to  one  patient. 

Dennis  Williams.  PharmD 
President,  NCAP 

...applying  drug  knowledge  to  improve  health 
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dicare  Part  D:  Winners  &  Losers? 


SHIIP  Program 
Navigates  Through 
Medicare  Part  D 

Submitted  by  Roberta  Hamby 

ALHC  Education  Coordinator 

Seniors '  Health  Insurance  Information  Program 

NC  Department  of  Insurance 

As  everyone  in  the  healthcare  and  Medi- 
care-related fields  can  attest.  Medicare's  Part 
D  rollout  caused  much  confusion  through- 
out the  nation  and,  unfortunately.  North 
Carolina  was  no  exception.  The  process  of 
choosing  the  right  plan  for  each  individual 
was  difficult  —  not  only  for  the  Medicare  re- 
cipients themselves  but  also  for  those  trusted 
advisors  to  whom  the  recipients  turned  for 
help.  The  Department  of  Insurance  worked 
with  these  advisors  —  health  care  provid- 
ers, pharmacies,  local  businesses  and  com- 
munity agencies  —  to  help  the  state's  1.3 
million  beneficiaries  navigate  the  web  of 
plans,  companies  and  financial  assistance 
available  in  North  Carolina.  In  fact,  more 
than  one  million  Medicare  beneficiaries  in 
this  state  are  now  receiving  some  type  of 
prescription  drug  coverage,  and  the  majority, 
more  than  600,000,  are  enrolled  in  a  Part  D 
prescription  drug  program  (PDP). 
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How  many  of  those  600,000  had  ques- 
tions about  their  enrollment?  Where  did 
they  turn  for  answers?  Chances  are,  most 
of  those  folks  did  have  questions  about 
which  plan  was  right  for  them,  and  they  very 
likely  received  their  answers  from  a  SHIIP 
(Seniors'  Health  Insurance  Information 
Program)  representative  with  the  Depart- 
ment of  Insurance.  The  Federal  government 
appointed  SHIIP  as  North  Carolina's  lead 
enrollment  agency  during  Medicare  Part 
D's  open  enrollment  period.  The  SHIIPdivi- 
sion  helped  thousands  of  seniors,  their  adult 
children,  caregivers  and  North  Carolina's 
other  Medicare  beneficiaries  with  questions 
and  problems  surrounding  individual  plans 
and  enrollment.  With  more  than  900  volun- 
teers in  all  100  counties.  SHIIP  kept  busy 
during  the  six-month  enrollment  period  by 
spending  nearly  13,000  volunteer  hours  for 
one-on-one  counseling  sessions  with  ben- 
eficiaries from  Murphy  to  Manteo.  SHIIP's 
Raleigh  staff  answered  more  than  37.000 
phone  calls  and  the  Web  site  received  more 
than  44,000  hits. 

Now  that  the  initial  enrollment  period  is 
over,  the  questions  haven't  stopped,  they've 
merely  changed  focus.  Now  Medicare 
beneficiaries  need  help  learning  how  to  use 
their  chosen  plans.  SHIIP  continues  to  hear 


questions  about  definitions  and  procedures 
for  various  plan  determinations.  For  ex- 
ample, our  volunteers  and  staff  are  seeing 
that  many  beneficiaries  lack  understanding 
about  prior  authorization,  step  therapy  and 
quantity  limits  as  defined  by  the  Medicare 
Part  D  plans;  many  people  are  also  unsure 
about  how  to  obtain  a  coverage  determina- 
tion from  their  chosen  PDP. 

Regardless  of  whether  or  not  a  Medicare 
PDP  company  has  its  own  coverage  determi- 
nation form,  all  PDPs  are  required  to  accept 
any  written  request  by  a  beneficiary,  his/her 
appointed  representative  or  a  prescribing 
physician  to  obtain  a  coverage  determina- 
tion. Additionally,  the  Centers  for  Medicare 
and  Medicaid  Services  developed  several 
forms  that  every  PDP  must  accept.  The 
forms  include  the  Medicare  Part  D  coverage 
determination  request  form  and  the  model 
Part  D  exception  and  prior  authorization 
request  form.  Each  form  is  available  online 
at  www.cms.hhs.gov/center/provider.asp. 

Another  area  of  confusion  for  some 
people  is  the  actual  deadline  date.  While 
the  open  enrollment  period  ended  on  May 
15,  some  people  are  still  eligible  for  Part  D 
enrollment  without  penalty.  For  example, 
people  who  are  just  now  becoming  eligible 


for  Medicare  have  a  six-month  window  to 
purchase  their  Medicare  PDR  SHI1P  vol- 
unteers and  staff  also  receive  questions  and 
concerns  from  people  who  signed  up  for  a 
plan  to  meet  the  deadline,  but  now  have  real- 
ized that  their  plan  may  not  be  the  best  fit  for 
their  needs.  In  essence,  they  feel  "stuck"  in 
their  chosen  plans,  and  unfortunately,  they 
are  not  allowed  to  change  to  a  different  PDF 
until  the  next  annual  election  period,  Nov. 
15  to  Dec.  31,  2006. 

People  who  are  new  to  Medicare  Advan- 
tage plans  could  face  a  tricky  situation:  if 
someone  is  enrolling  in  a  Medicare  Advan- 
tage plan  with  prescription  drug  coverage  for 
the  first  time,  he/she  can  "voluntarily  disen- 
roll"  within  the  first  1 2  months  of  coverage. 
If  this  occurs,  the  person  will  have  a  special 
enrollment  period.  If  people  currently  have 
a  Medicare  Advantage  plan  that  includes 
prescription  drug  coverage,  then  they  may 
switch  to  another  Medicare  Advantage 
prescription  drug  plan  or  they  can  enroll  in 
original  Medicare  and  a  PDR  However,  they 
are  not  allowed  to  switch  to  a  Medicare  Ad- 
vantage plan  that  does  not  provide  Medicare 
prescription  drug  coverage.  Or  if  people  are 
currently  enrolled  in  a  Medicare  Advantage 
plan  that  does  not  provide  prescription 
drug  coverage,  then  these  folks  can  switch 
to  another  Medicare  Advantage  plan  that 
does  not  include  prescription  drug  coverage. 
However,  they  cannot  switch  to  a  Medicare 
Advantage  plan  that  includes  prescription 
drug  coverage.  Another  option  includes 
switching  to  original  Medicare,  but  again, 
they  may  not  enroll  in  a  Medicare  PDP. 

Another  issue  that  is  plaguing  Medicare 
beneficiaries  is  the  so-called  "doughnut 
hole"  in  the  PDPs  coverage.  Many  problems 
arose  on  January  1 ,  when  the  first  wave  of 
enrollees  began  receiving  their  Part  D  cov- 
erage. Fortunately,  many  of  those  kinks  in 
the  system  have  since  been  worked  out.  but 
that  group  of  beneficiaries  is  likely  to  begin 
a  new  set  of  problems  in  the  coming  weeks 
and  months,  if  they  haven't  seen  it  already 
—  the  dreaded  coverage  gap. 

For  many  Medicare  beneficiaries  the 
coverage  gap  is  a  complicated  and  confusing 
subject  and.  as  expected,  they  are  turning  to 
SHIIP  and  to  their  trusted  pharmacists  for 
help.  Basically,  once  people  have  received 
medications  worth  $2,250,  they  will  enter 
the  coverage  gap.  or  doughnut  hole,  period. 
Once  in  the  gap.  beneficiaries  are  respon- 
sible for  100  percent  of  their  drug  costs 
until  their  total  out-of-pocket  costs  total 


$3,600.  After  this  limit  is  reached,  the  cata- 
strophic coverage  begins  and  folks  will  be 
responsible  for  paying  very  little.  In  fact,  for 
the  rest  of  that  calendar  year,  beneficiaries 
will  only  pay  the  greater  of  $2  for  generic 
medications.  $5  for  brand  medications  or  5 
percent  of  the  drug's  cost. 

Right  now  in  North  Carolina,  there  are 
six  PDPs  that  provide  limited  coverage  for 
generic  medications  during  the  coverage  gap. 
and  one  PDP  which  provides  coverage  for 
both  generic  and  brand  medications  during 
the  gap.  However,  these  seven  plans  are 
considered  to  be  enhanced  PDPs  and  require 
higher  monthly  premiums  than  the  standard 
PDPs.  Another  point  that  our  volunteers  and 
staff  have  reminded  folks  about  is  that  ben- 
eficiaries who  were  auto-enrolled  in  a  PDP 
and/or  awarded  extra  financial  assistance 
will  not  experience  the  doughnut  hole  gap. 

As  Medicare  Part  D  continues  and  the 
next  open  enrollment  period  approaches. 
SHIIP  anticipates  additional  kinks  in  the 
system  to  pop  up.  When  problems  or  ques- 
tions do  come  up.  SHIIP  is  here  to  help.  Just 
call  SHIIP's  toll  free  number.  800-443-9354. 
to  speak  with  a  trained  communication  spe- 
cialist. Or  stop  by  or  call  your  local  SHIIP 
office  for  a  one-on-one  counseling  session. 
More  information  is  available  online  at 
www.ncshiip.com. 


-fhe 


By  Mark  J  Gregory.  RPh 

Vice  President  of  Pharmacy  and  Gov  Relations 

Kerr  Drug 

Raleigh,  NC 

You  are  working  as  a  pharmacist  or  phar- 
macy technician  when  you  see  an  elderly 
patient  walking  into  your  pharmacy  with  a 
large  white  envelope  containing  a  stack  of 
documents.  You  can  see  the  patient  coming 
from  a  distance  with  a  dazed  and  confused 
look  in  his/her  eyes  staring  you  down.  The 
patient  comes  up  to  the  pharmacy  counter 


and  drops  the  stack  of  paper  on  the  counter. 
"1  signed  up  with  this  Medicare  Part  D  plan 
XYZ,  and  I  don't  understand  it!  Please  help 
me!"  the  patient  says.  This  is  a  typical  sce- 
nario in  today's  community  pharmacy 

Medicare  beneficiaries  have  survived 
and  overcome  the  hurdles  of  the  first  si\ 
months  of  the  new  Part  D.  which  have 
included: 

•  Finding  medications  that  are  covered  in 
their  plan. 

•  Getting  past  the  initial  deductible. 

•  Knowing  their  brand  and  generic  drug 
co-payments. 

•  Finding  their  plan's  correct  phone  number 
to  get  some  real  help. 

•  Identifying  which  pharmacy  they  can 
shop  in. 

•  Seeing  if  their  plan  requires  mail  order. 

•  Paying  their  monthly  premium. 

•  Aligning  the  appropriate  day's  supply  of 
each  medication  they  can  receive  in  each 
prescription  fill. 

•  Securing  a  special  prior  authorization  for 
some  of  their  medications. 

•  Understanding  their  monthly  explanation 
of  benefits  from  their  plan. 

•  Or  even  switching  to  another  plan  that 
better  fits  their  needs. 

Now  comes  the  next  big  hurdle  -  the 
dreaded  gap  in  coverage,  or  the  "Donut 
Hole."  An  estimated  3.4  million  benefi- 
ciaries have  reached,  or  are  getting  close 
to  reaching,  the  gap:  an  amount  of  S2.S50 
of  drug  costs  that  seniors  have  to  manage 
^n  their  own.  Some  beneficiaries  did  their 
homework  up  front  and  have  prepared  for 
this.  Others  chose  a  plan  that  had  drug  cov- 
erage in  the  gap.  Many  seniors  who  have 
enjoyed  fixed  co-payments  for  their  medi- 
cations are  now  confronted  with  the  harsh 
reality  of  the  high  cost  of  medications. 

Medicare  beneficiaries  will  be  entering 
the  next  open  enrollment  period  in  Novem- 
ber when  they  can  change  plans.  We  can 
expect  new  plan  designs,  including  changes 
in  gap  coverage,  premiums  and  drug  for- 
mularies, and  a  number  of  other  elements 
of  the  program  with  which  we  all  just  got 
comfortable. 

We  can  also  expect  many  pharmacists 
saying,  "Here  we  go  again!"  Many  Medi- 
care beneficiaries  who  have  fallen  into  the 
donut  hole  will  be  questioning  the  value 
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of  the  new  Part  D  program  and  shouting. 
"Help!" 

The  top  three  suggestions  to  combat 
future  hurdles  are: 

•  Look  for  affordable  plans  with  gap  cov- 
erage. 

•  Utilize  cost-effective  generic  medications 
where  possible. 

•  Utilize  all  resources  available,  and  start 


Resources 

North  Carolina's  Seniors"  Health  Insurance  Information 
Program,  toll-free  1-800-443-9354 
U.S.  Centers  tor  Medicare  &  Medicaid  Services:  toll- 
free  800-MEDICARE  (633-42271.  www.medicare. 
gov. 
Social  Security  Administration:  www.ssa.gov. 


Medicare  Part  D 
Legislative  Speaking 

By  Mike  James,  RPh 

Owner.  Person  Street  Pharmacy 

Raleigh.  NC 

It  has  been  said  many  times  over  the 
years  that  the  effects  of  legislation  are  criti- 
cal in  healthcare.  The  stroke  of  a  legisla- 
tive pen  can  devastate  years  of  hard  work 
and  sacrifice  by  healthcare  providers  and 
deprive  patients  of  guidance  by  their  phar- 
macist. Legislators  with  good  intentions 
but  without  true  understanding  of  healthcare 
providers  move  forward  passing  legislation 
without  realizing  there  will  be  unintended 
consequences. 

This  is  the  case  with  Medicare  Part  D 
and  pharmacy.  The  Federal  government 
decided  through  talks  at  the  Administrative 
level  and  in  conjunction  with  the  Senate  and 
House,  that  savings  must  be  put  into  place 
to  support  the  efforts  by  the  Administration 
to  enact  legislation,  which  would  deliver 
a  prescription  savings  plan  to  Medicare 
recipients.  Congress  then  began  to  look 
for  the  attack  point  to  accomplish  savings 
in  the  healthcare  system  and  that  point  was 
pharmacy. 

Medicare  Part  D  is  the  most  devastat- 
ing legislation  to  be  imposed  on  pharmacy 
in  the  last  100  years.  It  attacks  under  the 
premise  the  professional  healthcare  offered 
by  pharmacists  every  day  across  the  nation 
is  no  more  valuable  to  the  public  than  the 
absolute  cost,  as  defined  by  the  Federal  gov- 
ernment, of  the  medication  dispensed.  The 
Administration  does  not  want  to  understand 
that  the  pharmacist  is  the  only  healthcare 


professional  a  patient  can  see  without  mak- 
ing an  appointment  and  waiting  for  weeks. 
Congress  does  not  want  to  admit  the  value 
in  dollars  saved  by  the  pharmacist  as  the 
healthcare  provider  keeping  patients  out  of 
the  doctor's  office  and  emergency  room. 

The  legislative  issues  faced  by  pharmacy 
today  revolve  around  politics  as  well  as  the 
problem  with  overall  healthcare  cost.  The 
business  of  healthcare  has  superseded  the 
care  for  health.  Community  retail  pharmacy 
must  step  up  and  support  legislation  to 
restructure  Medicare  Part  D  if  pharmacists 
intend  to  continue  to  care  for  their  patients 
and  retain  a  viable  pharmacy. 

Supporting  pharmacy  legislation  is 
both  a  National  and  State  effort  for  all  of 
pharmacy.  Federal  legislation  in  a  more 
meaningful  way  has  stepped  into  the  State 
legislative  halls  and  dictated  the  destiny 
of  over  220.000  North  Carolina  Medicaid 
patients  moving  them  to  Medicare  Part  D. 
This  was  a  very  devastating  economic  blow 
to  North  Carolina  pharmacies.  Medicare 
Part  D  also  obliterated  most  of  the  cash  pay- 
ing patients  in  North  Carolina  pharmacies, 
which  crippled  cash  flow. 

The  Administration  and  Congress  have 
placed  Medicare  Part  D  in  North  Carolina 
pharmacies  and  pharmacies  across  the  na- 
tion with  the  attitude  that  pharmacies  will 
absorb  the  losses,  continue  to  serve  their  pa- 
tients, and  go  about  business  as  usual.  Only 
legislative  change  will  solve  this  devastating 
problem  for  the  profession  of  pharmacy. 

"Medicare  Part  D  is  the  most 
devastating  legislation  to  be 
imposed  on  pharmacy  in  the 
last  100  years. " 

You  may  have  heard  the  statement  "get 
into  politics  or  get  out  of  pharmacy."  Phar- 
macists all  across  the  nation  find  themselves 
in  this  position  today.  There  are  over  22  bills 
in  Congress  today  addressing  many  prob- 
lems existing  with  Medicare  Part  D.  These 
problems  range  from  minor  problems  to 
major  issues  such  as  the  inability  for  Medi- 
care to  negotiate  pricing  with  manufacturers 
as  well  as  underpayments  to  pharmacies. 
Pharmacists  contacting  and  helping  their 
members  of  Congress  understand  the  gravity 
of  this  problem  is  the  only  way  legislation 
will  be  passed  at  the  Congressional  level. 
Pharmacists  are  the  Medicare  Part  D  experts 
and  are  the  only  ones  that  can  explain  in 
simple  terms  how  this  program  is  affecting 
their  pharmacies.     Members  of  Congress 


will  continue  to  believe  the  turmoil  is  re- 
dress if  they  do  not  continue  to  hear  from 
the  pharmacists  in  their  own  districts.  To 
accomplish  change  at  the  Congressional 
level,  pharmacists  must  convince  members 
that  patient  accessibility  to  their  pharmacy  is 
in  danger  unless  legislation  is  passed. 

The  Federal  government  placed  the  State 
of  North  Carolina  in  a  vice  when  Medicare 
Part  D  was  passed.  The  legislation  dictated 
how  North  Carolina  would  handle  Medicare/ 
Medicaid  patients  as  well  as  stating  how 
much  North  Carolina  would  pay  the  Federal 
government  to  care  for  these  patients  at  the 
Federal  level.  Legislatively,  pharmacists 
talking  with  their  Senators  and  House 
members  quickly  realized  the  problem  was 
being  looked  at  as  a  Federally  mandated 
problem  and  the  State  was  not  responsible. 
There  is  a  great  need  at  the  State  level  to 
address  the  problem  of  lack  of  access  for  the 
patients  and  lack  of  immediate  healthcare 
as  administered  by  the  pharmacist.  Once 
again,  pharmacists  are  the  experts  and  must 
work  diligently  to  educate  their  members 
of  the  State  Legislature.  Until  politicians 
understand  that  all  healthcare  actions  have 
consequences,  they  will  not  understand  the 
far-reaching  implications  to  the  patients  of 
a  single  pharmacy  being  forced  to  close 
their  doors. 

Pharmacists  have  seen  the  landscape  of 
pharmacy  change  over  the  year.  They  stood 
by  to  see  attempted  legislation  at  the  Federal 
and  State  level  being  stopped  because  the 
huge  corporations  were  more  powerful  and 
had  more  political  influence.  Pharmacists 
have  realized  they  must  take  the  political 
path  if  they  are  to  survive.  More  pharma- 
cists are  involved  in  politics  today  than  ever 
before.  They  understand  that  being  part  of 
this  effort  is  the  only  way  they  will  ever 
overcome  the  constant  onslaught  against 
pharmacy.  They  also  understand  that  only 
through  the  constant  effort  of  pharmacists 
will  the  Federal  and  State  government  rec- 
ognize the  true  value  of  pharmacists  to  the 
patient  and  the  overall  healthcare  system. 

Pharmacists  understand  today  that  a 
third-party  provider  pays  for  approximately 
90%  of  the  prescriptions  filled  in  the  average 
community  retail  pharmacy.  Pharmacists 
also  understand,  for  all  practical  purposes, 
very  little  payment  is  being  received  for 
professional  services.  Legislation  is  the 
only  tool  which  will  insure  the  pharmacist 
is  paid  a  reasonable  reimbursement  for 
professional  services  and  the  prescriptions 
dispensed.  Pharmacists  must  be  involved 
in  the  political  process. 
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Winners  and  Losers 

By  Gene  Minton.  RPh 

CEO,  Drugco  Pharmacies 

Chair,  Association  of  Community  Pharmacists 

The  new  Medicare  Pari  D  program  has 
been  in  effect  now  for  six  months  and  as  in 
most  business  situations,  there  have  been 
winners  and  losers.  Unfortunately,  the  big- 
gest winners  have  not  been  the  ones  that 
the  program  was  designed  for.  Coming 
out  on  top  and  well  in  the  lead  are  the  drug 
companies  who  manufacture  and  distribute 
the  medications  that  improve  and  save  lives. 
These  companies  have  been  able  to  continue 
their  business  as  usual,  with  no  constraints 
on  their  prices  and  profits.  Many  of  the 
patients  on  Part  D  were  once  on  Medicaid,  a 
program  that  required  rebates  from  the  drug 
manufacturers.  In  my  stores,  over  50%  of 
Medicaid  patients  were  dual  eligible  and 
now  are  on  Medicare  Part  D,  so  believe  it 
or  not,  now  the  manufacturers  are  no  longer 
having  to  rebate  on  these  patient  meds.  Big 
winners:  the  manufacturers.  No  one  tells 
them  how  much  they  can  charge,  they  set 
their  own  prices,  rebates  have  been  cut  in 
half,  and  the  volume  has  gone  up. 

In  constructing  the  Medicare  Part  D 
machine,  the  government  decided  to  use  a 
large  group  of  Pharmacy  Benefit  Managers 
(PBMs).  Essentially,  the  Part  D  program 
has  empowered  this  new  layer  of  structure 
in  the  healthcare  process  that  according  to 
what  1  have  read  and  been  told,  are  doing 
quite  well  with  this  program.  They  collect 
the  data,  tell  doctors  and  pharmacists  what 
medications  they  will  cover  for  patients, 
collect  the  premiums  from  the  patients,  pay 
the  pharmacies,  and  basically  control  the 
system.  I  believe  that  they  are  paid  more 
per  prescription  for  their  part  of  the  process 
than  the  pharmacists  who  are  in  the  trenches 
daily  dealing  with  the  multitude  of  issues 
required  to  get  a  claim  paid  and  also  trying 
to  deliver  good  pharmaceutical  care.  Ac- 
cording to  reports,  they  will  do  even  better 
next  year  as  I  have  been  told  that  premiums 
will  go  up.  This  group  has  turned  out  to  be 
another  winner  in  the  process. 

Let's  now  consider  the  patients,  who 
are  the  focal  and  most  important  part  of 
this  process.  They  endured  along  with  the 
pharmacies  the  first  45-60  days  of  turmoil 
as  the  process  began.  Then  things  got  better 
as  they  began  to  see  co-pays  for  their  drugs 
ranging  from  about  10  to  50  dollars-and 
many  of  them  had  been  paying  quite  a  bit 
more  out  of  pocket.  As  of  the  end  of  June. 


mans  of  these  patients  were  beginning  to 
reach  the  dreaded  donut  hole  where  their 
premiums  would  continue  but  they  would 
have  to  pay  the  full  price  for  their  medicine. 
Daily  in  my  practice  I  see  patients  who  can- 
not believe  that  they  have  reached  the  point 
where  they  now  have  to  pay  full  price  for 
their  medication  and  don't  have  the  money. 
A  lot  of  these  patients  started  2006  with  the 
idea  that  they  finally  could  get  the  optimum 
medical  care  and  not  do  without  medications, 
but  now  must  choose  once  again  to  buy  food 
or  medicine.  Naturally  the  pharmacist  is  the 
bearer  of  these  tidings  and  held  responsible 
for  the  message.  So.  the  patients  who  en- 
dured the  first  few  months  of  chaos,  learned 
to  deal  with  their  co-pays  and  formularies 
determined  by  the  various  PBMs,  continue 
to  make  monthly  premium  payments  and 
see  their  benefits  exhausted.  In  my  opinion, 
they  are  losers  in  this  process. 

"  Unfortunately,  the  biggest 
winners  have  not  been  the 
ones  that  the  program 
was  designed  for. " 

That  leaves  two  players,  the  government 
and  the  pharmacies.  The  plan  designed  by 
the  government  to  help  patients  improve 
medical  care  in  reality  has  added  much  to 
the  bottom  lines  of  the  manufacturers  and 
turned  much  of  the  prescription  administra- 
tion to  the  PBMs  who  are  positioned  to  profit 
handsomely  in  the  process.  The  prescription 
dollar  is  now  split  three  ways-manufac- 
turer, PBM,  and  pharmacies.  The  cost  of 
this  prescription  drug  program  is  bound  to 
surpass  any  government  expectations,  and 
will  surely  lead  to  even  higher  premiums 
and  greater  expense  to  the  administration. 
Patient  expectations  were  high,  and  as  real- 
its  sets  in.  patients  will  continue  to  be  dis- 
appointed. Hopefully,  this  disappointment 
will  lead  them  to  make  correct  decisions  at 
election  time.  The  government  continues  to 
tout  the  program  as  successful  but  the  unrest 
and  congressional  disunity  in  regards  to  the 
program  is  definitely  a  problem  for  them  and 
they  end  up  in  the  losers  column. 

That  leaves  pharmacies,  and  quite  a 
surprise  here.  The  typical  community  phar- 
macy has  lost  3-4%  of  their  gross  margin 
which  comes  off  the  bottom  line  and  cuts 
their  profit  by  50%.  This  probably  pleases 
the  Bush  administration  as  they  have  char- 
acterized pharmacists  as  making  immoral 
profits  (wonder  what  they  think  of  the  oil 
companies,  drug  manufacturers,  and  PBMs). 


The  pharmacists  arc  deluged  daily  with  a 
multitude  of  issues  that  do  not  contribute  to 
patient  care,  but  are  simply  geared  toward 
getting  a  claim  paid.  We  pharmacists  are 
now  paid  about  $1.50  to  $1.75  to  do  our 
jobs,  which  consist  of  interpreting  Rx  orders. 
ha\  ing  prescriptions  rilled,  interacting  w  ith 
patients,  etc.  I  have  been  practicing  phar- 
macy since  1975  and  this  has  been  the  most 
stressful  time  in  my  career.  The  daily  grind 
of  dealing  with  the  processors,  handling  the 
workload,  and  dealing  with  patients  and  their 
insurance  companies  has  changed  pharmacy 
irreparably.  This  type  of  work  environment 
has  led  to  more  errors  as  pharmacists  spend 
an  undue  amount  of  time  on  issues  that  are 
not  directly  related  to  patient  care  but  are 
more  related  to  just  trying  to  find  a  way  to 
get  a  claim  paid  and  some  kind  of  medica- 
tion for  the  patients.  There  is  another  side 
to  the  community  pharmacy  issue  though. 
Some  of  the  larger  chains  seem  to  be  quite 
happy  with  the  Part  D  program,  and  justifi- 
ably so.  These  larger  chains  have  their  own 
PBMs  and  are  sharing  in  the  profits  that  the 
PBMs  are  able  to  achieve.  They  are  able  to 
benefit  from  the  increased  volume  as  more 
prescriptions  are  being  filled  and  their  abil- 
ity to  profit  from  the  administration  of  the 
program.  It  would  seem  then  that  commu- 
nity pharmacies  are  the  big  losers  and  the 
larger  chains  have  positioned  themselves 
to  be  winners. 

The  Medicare  Part  D  program  has  seri- 
ously impaired  the  ability  of  community 
pharmacy  to  survive  and  provide  the  type 
of  care  that  people  need.  When  patients 
want  to  have  their  primary  medical  care 
needs  met,  they  often  turn  to  the  commu- 
nity pharmacist  for  counsel  and  advice.  I 
believe  that  soon,  the  friendly  face  behind 
the  counter  will  be  gone,  replaced  with  a 
machine  or  a  sign  that  says  "mail  it  in."  The 
government  has  designed  a  program  that 
benefits  the  manufacturers  and  the  PBMs.  at 
the  expense  of  both  community  pharmacists 
and  consumers.  I  see  challenges  to  access 
of  care  as  local  pharmacies  disappear  and 
patient  choices  become  more  limited.  Leg- 
islative efforts  are  underway-  not  to  do  away 
with  the  benefit-  but  to  make  it  a  workable 
solution.  While  there  is  some  progress  on 
issues  such  as  timely  pay.  the  real  issue  in 
Medicare  Part  D  from  the  community  phar- 
macv  perspective  is  we  must  be  paid  what  it 
costs  to  provide  our  service.  Timely  pay  that 
is  below  our  cost  of  doing  business  will  not 
solve  our  problems.  I  urge  each  pharmacist 
on  an  individual  basis  to  get  involved  in  this 
fiaht-  the  tight  of  and  for  our  liv  es. 
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It  All  Began 
With  Zantac 

By  Craig  Stewart.  RPh 

Owner,  MacKethan  s  Family  Pharmacy 

Fayetteville,  NC 

I  have  a  vivid  memory  from  the  mid 
'70s  of  an  independent  pharmacy  owner 
at  a  local  pharmacy  association  meeting 
being  extremely  irate  over  the  increasing 
presence  of  the  Prescription  Card  Service 
(PCS)  company.  He  said.  "There  is  no  way 
someone  in  Arizona  should  be  telling  me 
what  I  can  charge  for  a  prescription!  This 
will  ruin  retail  pharmacy!"  I  was  employed 
by  a  major  chain  at  the  time  and  thought  the 
guy  was  over-reacting  or  even  a  little  nuts. 
He  turned  out  to  be  a  prophet. 

Since  then  we  have  seen  a  multitude  of 
third-party  payers.  MAC  lists,  formularies, 
mail  order  pharmacies  and  all  sorts  of  ob- 
stacles to  thwart  the  profitability  of  a  retail 
pharmacy.  Every  year  seems  to  bring  a  new 
reimbursement  formula  contract  worse  that 
the  last.  Yet.  independent  pharmacies  sign 
them  all  and  by  doing  so.  hammer  another 
nail  in  their  own  coffin. 

But  what  is  the  alternative?  The  noble 
independent  pharmacy  owner  cannot  bring 
himself  or  herself  to  tell  patients  "You 
cannot  come  in  my  store  anymore  because 
your  insurance  plan  does  not  pay  me  a  fair 
price."  The  patient  knows  he/she  can  go  to 
the  nearest  chain  store  and  they  will  have  no 
problem  with  the  price.  You  cannot  blame 
the  patient  for  shedding  years  of  loyalty 
when  the  prices  of  brand  name  prescriptions 
are  obscene. 

So.  how  did  we  come  to  this  sorry  state? 
It  all  began  with  Zantac.  This  was  the  first 
drug  where  the  price  shot  through  the  roof. 
It  was  a  quantum  leap  in  therapy  at  the  time, 
and  doctors  were  writing  prescriptions  with 
both  hands.  The  trouble  was.  you  had  to 
have  insurance  to  pay  for  it.  As  more  of  these 
pricy  drugs  hit  the  market,  the  demand  for 
prescription  insurance  benefits  grew.  Now. 
over  90%  of  patients  have  a  drug  card,  and 
the  10%  who  once  paid  their  way  have 
mostly  succumbed  to  the  worst  third-party 
payer  of  all  -  Medicare  D. 

For  me.  this  \0c/c  represented  the  straw 
that  enabled  me  to  breathe  through  the 
drowning  waters  of  third-party  mayhem. 
Not  only  did  Medicare  D  take  my  cash 
payers,  but  it  also  took  a  big  chunk  of  the 
reasonably  good  Medicaid  patients.  Ap- 


proximately 259c  of  my  Medicaid  patients 
went  to  Medicare  D.  When  I  look  through 
my  microscope  to  detect  the  presence  of 
any  profit  margin,  my  reaction  quickly  goes 
from  horror  to  rage.  Factor  in  the  hours  spent 
by  myself  and  staff  explaining  to  patients 
the  infinite  amount  of  options  available  to 
them,  and  my  losses  are  so  great  I  cannot 
bear  to  look. 

The  bottom  line  is  that  politicians  have 
once  again  made  retail  pharmacy  their 
whipping  boy.  The  have  decided  that  people 
who  ha\e  made  no  provisions  for  their  pre- 
scription needs  are  entitled  to  this  benefit 
on  the  backs  of  retail  pharmacy.  Politicians 
solicited  the  help  of  insurance  industry  and 
drug  manufacturers,  antagonists  to  retail 
pharmacy,  to  devise  the  plan. 

Until  now.  these  politicians  have  ignored 
reason  of  a  fair  reimbursement  in  favor  of  a 
more  expeditious  route  to  getting  Medicare 
D  into  law.  However,  recent  grass  roots  ef- 
forts by  lobbyists  for  retail  pharmacy  have 
produced  three  bills  in  Congress  and  hope- 
fully, one  will  prevail  to  give  us  relief.  Until 
that  day.  it  will  take  our  most  extreme  and 
tireless  efforts  to  save  our  profession  from 
those  who  seek  our  ruination. 


urv|U/ 
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By  Athena  Locklear  Smithwick.  RPh 
Pharmacy  Administrator 
Legacy  Consultant  Pharmacy 
Wintson-Salem.  NC 


Medicare  Part  D  went  into  effect  Janu- 
ary 1,  2006.  The  practice  of  long-term  care 
pharmacy  changed  on  this  date.  It  provided 
me  with  lots  of  sleepless  nights  and  was  a 
great  tool  for  weight  loss.  Medicare  D  af- 
fects nearly  75%  of  my  patient  population. 
I  service  skilled  nursing  facilities  across 
the  states  of  North  Carolina  and  Virginia. 
The  majority  of  these  patients  have  no  idea 
what  Medicare  D  is  or  that  their  coverage 
has  changed  from  the  old  Medicaid.  The 
Medicare  D  program  forced  me  to  change 
the  workflow  of  the  pharmacy.  It  affected 
everv  area  of  my  business  from  mv  front  end 


dispensing,  to  billing,  to  consulting.  No  area 
was  left  untouched  by  the  new  program.  The 
past  six  months  have  been  filled  with  trial 
and  error,  trying  out  new  procedures  and 
adjusting  to  the  new  reality  of  the  pharmacy 
business. 

Prior  to  January  1 . 1  billed  my  services  at 
the  end  of  the  month.  I  would  close  out  the 
month  and  over  the  next  three  days  of  the 
new  month  try  to  bill  all  the  Medicaid  claims 
for  what  was  dispensed.  With  the  implemen- 
tation of  Medicare  D  I  was  forced  to  bill 
point  of  sale.  I  have  added  2.5  FTE  to  help 
with  the  billing  logistics  involved  with  the 
new  procedures.  Additionally  with  the  old 
Medicaid  program  I  had  12  months  to  bill 
and  re-bill  a  claim.  With  the  new  Medicare 
D  my  billing  window  is  as  small  as  14  days 
to  do  on-line  billing  for  some  PDPs. 

Prior  to  January  1  I  had  two  main  formu- 
laries I  dealt  with:  North  Carolina  Medicaid 
and  Virginia  Medicaid.  Life  was  pretty  great, 
except  for  the  Over  6  exemption  letters.  I 
had  flagged  in  our  computer  system  the 
drugs  that  needed  prior  authorization  prior 
to  dispensing:  these  were  merely  a  handful 
and  easily  managed.  With  the  new  Medicare 
D  program  1 .5  FTE  of  the  2.5  FTE  added  is 
devoted  to  handling  the  volume  of  prior  au- 
thorizations, quantity  limits  and  step  therapy 
process.  The  pharmacy  will  dispense  a  lim- 
ited supply  until  the  prior  authorization  is 
received  or  the  order  is  changed.  Did  I  fail  to 
mention  we  HAVE  to  send  the  medication  if 
there  is  a  valid  order.  The  nursing  homes  we 
sen  ice  have  to  provide  the  necessary  drug 
therapy  to  take  care  of  the  resident.  I  do  not 
have  the  luxury  of  refusing  to  fill  the  order 
if  it  is  not  covered  by  the  PDP. 

On  admitting  a  resident  to  the  nursing 
home  I  have  instructed  our  nursing  home 
facilities  to  run  the  resident  through  the 
CMS  formulary  finder  and  see  what  PDP 
is  the  best  fit  for  the  resident.  They  need  to 
tr\  and  find  the  most  open  formulary.  Under 
Medicare  D  the  ability  to  bill  Medicaid  for 
retroactive  claims  is  gone.  I  now  have  the 
nursing  homes  fill  out  the  Low  Income  Sub- 
sidy form  for  the  patients  trying  to  qualify 
for  Medicaid.  The  admissions  and  business 
office  mangers  of  our  facilities  just  "love" 
us  for  requiring  these  new  duties.  This 
procedure  at  the  nursing  home  level  has 
a  direct  impact  on  pharmacy  collections 
and  trying  to  get  paid  for  pharmaceutical 
services  provided. 

I  have  pharmacy  consultants  who  are 
extremely  clinical  and  focused  on  the  quality 
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of  care  of  the  resident.  However,  with  the 
new  Medicare  D  program,  the  recommenda- 
tions for  the  newest  therapy  will  not  always 
coincide  with  the  formulary  restrictions  of 
each  PDP.  The  consultants,  before  recom- 
mending the  newest  agent,  need  to  verify 
that  the  medication  will  be  paid  for  by  the 
resident's  prescription  drug  plan.  Otherwise. 
I  will  have  frustrated  dispensing  pharma- 
cists and  nursing  home  personnel  due  to 
the  added  paper  work  and  time  involved  in 
dealing  with  a  rejected  claim. 

Medicare  D  has  been  a  Godsend  for 
some  residents  and  their  families.  I  have 
a  handful  of  residents  whose  drug  bills 
averaged  $1,100  to  $1,500  per  month.  The 
Medicare  D  Program  has  been  wonderful 
for  them  because  they  are  finally  able  to 
have  insurance  coverage.  Please  note  that 
these  are  the  exceptions.  The  majority  of 
my  patients  are  dual  eligible/Medicaid.  The 
old  NC/VA  Medicaid  formulary  was  easier 
to  manage. 

With  the  implementation  of  Medicare  D 
I  was  faced  with  the  daunting  task  of  con- 
tracting w  ith  all  the  PDPs  willing  to  provide 
services  in  North  Carolina  and  Virginia.  My 
response:  "You  want  me  to  contract/negoti- 
ate prices  with  insurance  companies  and  get 
the  best  rates.  Hell.  I  can't  even  get  a  person 
to  take  my  phone  call,  let  alone  offer  me 
their  best  price."  My  solution  was  to  con- 
tract with  a  GPO  to  do  the  contracting  with 
the  PDPs.  The  frustration  was  that  it  was 
December  31  and  I  still  had  some  contracts 
unsigned.  My  nerves  were  more  than  a  little 
frayed.  All  contracts  eventually  were  signed, 
sealed  and  delivered.  The  next  problem  was 
getting  the  proper  rates  loaded  into  their  sys- 
tem and  getting  my  correct  reimbursement. 


This  was  a  month-long  process.  The  reward 
for  all  this  effort  is  that  my  reimbursement 
has  dropped  with  the  implementation  of  the 


"...all  I  could  do  was  hold  on 
and  try  to  get  my  staff' and 
facilities  to  hold  on  with  me.  " 


Medicare  D.  providing  a  significant  reduc- 
tion in  my  profitability. 

Current  issues  I  am  dealing  with  include 
lag  time  in  getting  information  loaded  into 
the  CMS  system  stemming  from  the  state 
and  CMS.  Also,  stating  a  patient  is  Medicaid 
eligible  or  in  a  nursing  home  setting  and 
not  in  the  community.  Other  issues  include 
nursing  homes  and  physicians  not  working 
prior  authorizations  in  a  timely  manner,  and 
residents  being  incorrectly  billed  co-pays 
by  the  PDPs.  Some  residents  have  been 
dropped  from  a  PDP  plan  before  being 
activated  in  a  new  PDP  plan,  causing  a  gap 
in  coverage.  The  pharmacy  or  the  nursing 
home  is  faced  with  absorbing  the  cost.  The 
most  frustrating  aspect  of  the  program  is 
no  one  seems  to  be  policing  the  PDP  plans. 
CMS  can  make  recommendations  but  has 
no  authority  to  force  the  PDPs  to  comply 
with  these  recommendations  in  the  areas  of 
transitional  assistance,  billing  time  frames. 
D  verses  B  drugs,  and  tormulai  \  compliance 
Most  PDPs  will  tell  you  long-term  care 
pharmacy  accounts  for  less  than  5<7r  of  their 
overall  business.  We  will  always  get  misin- 
formation. The  exceptions  for  long-term  that 
are  to  be  observed  usually  are  overlooked 


because  someone  at  the  PDP  does  not  know 
the  correct  answer  when  you  call  to  get  an 
override  or  argue  your  case.  A  billing  person 
can  easily  waste  an  hour  going  through  dif- 
ferent PDP  personnel  trying  to  get  a  single 
claim  paid.  The  other  FTE  hired  of  the  2.5 
FTE  was  an  additional  billing  specialist. 

The  end  result  is  that  there  are  still  issues 
to  work  out  with  the  Medicare  D  program. 
I  have  felt  since  December  that  I  am  on  a 
roller  coaster  ride-  one  which  I  was  forced  to 
climb  onto  without  a  safety  belt.  December 
was  the  slow  steady  ascend  up  the  big  hill 
where  you  are  constantly  anticipating  the 
drop.  I  was  filled  with  dread,  excitement 
and  fear  and  began  experiencing  the  feeling 
of  weightlessness.  In  January  I  crested  the 
hill  and  was  faced  with  the  enormous  drop 
which  took  my  breath  away,  literally.  Since 
then  I  have  been  tossed  around  upwards, 
downwards,  sideways  and  through  twists, 
loop  de  loops,  etc.  I  experienced  accelera- 
tion/deceleration and  direction  changes  and 
all  I  could  do  was  hold  on  and  try  to  get  my 
staff  and  facilities  to  hold  on  with  me.  Poten- 
tial casualties  of  roller  coaster  rides  can  be 
whiplash,  broken  bones  and  heart  problems. 
I  survived  the  ride  but  I  am  now  experienc- 
ing the  after  shocks,  extreme  queasiness. 
trying  not  to  lose  my  dinner  and  trying  to 
regain  my  equilibrium.  The  reality  is  that 
with  the  implementation  of  Medicare  D, 
providing  pharmaceutical  care  to  residents 
has  become  labor  intensive.  The  burden  is 
now  dependent  upon  cooperation  from  the 
nursing  home,  physician,  pharmacy  provider 
and  PDP.  And.  it  is  hard  to  explain  to  family 
members  and  patients  why  they  are  getting 
pharmacy  bills  when  they  never  got  one 
before.  They  just  don't  understand. 


Design  By  a  Pharmacist  For  Today 's  Pharmacy 
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•  Consultation  Areas  •  Disease  Management  Rooms  • 

•  Compounding,  Clean  &  Ante  Rooms  •  Unit  Dose  • 

•  Custom  Woodworking  &  Laminates  •  Installation  • 
•  Over  37  Years  Rx  Experience  •  1 5-Year  Store  Owner  • 

Call  or  Fax  Toll  Free  888-265-1566  •  Greenville,  SC 

Fixture  Resource,  Inc.  •  •  •  Ron  Burkhart,  RPh 
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A  Different  Perspective 
on  Medicare  Part  D 

By  Penny  Shelton,  Pharm.D  ,  CGP,  FASCP 
MEDS  Program  Director 
Resources  lor  Seniors.  Inc 
Raleigh,  NC 

Penny  Shelton  and  Casey  Gardner  are  senior 
care  pharmacists  who  work  for  Resources  for 
Seniors,  Inc. ,  an  aging  agency  serving  Raleigh 
and  Wake  County  They  conduct  home  visits 
and  have  an  office  practice  devoted  to  helping 
prevent  medication-related  problems  among 
older  adults  Their  practice  has  placed  them 
in  a  patient  advocate  role  that  differs  from  the 
typical  pharmacist-patient  relationship,  given 
that  they  are  not  part  of  any  pharmacy,  clinic  or 
facility  During  Fall  2005  and  Spring  2006,  Medi- 
care Part  D  was  a  constant  within  their  practice 
Through  one-on-one  consults,  they  assisted  over 
700  seniors  in  plan  comparison  and  selection. 
Effective  August  1,  Penny  Shelton  accepted  a 
new  position  as  Associate  Professor,  Pharmacy 
Practice  Campbell  University,  and  Clinical  Man- 
ager, Research  &  Geriatric  Affairs  Physicians 
Pharmacy  Alliance.  Cary  NC 

From  the  moment  the  plan  comparison 
tool  went  live  through  the  elose  of  business 
on  May  15  we  were  navigating  through  the 
medicare.gov  Web  site  for  seniors  and  their 
caregivers.  In  essence,  our  job  has  been 
part  pharmacist,  part  social  worker,  and  pan 
SHIIP  volunteer.  As  pharmacists  involved 
in  medication  assistance  and  as  pharmacists 
not  tied  to  product  or  the  pains  of  third-party 
billing,  we  may  have  a  different  perspective 
on  Medicare  Part  D  compared  to  many  of 
our  pharmacy  colleagues.  In  addition,  the 
headaches  we  faced  with  the  launch  of  this 
new  benefit  are  likely  to  differ  as  well. 

Many  of  the  headaches  we  faced  had 
more  to  do  with  educating  the  patient  on  how 
the  Medicare  Part  D  benefit  works.  We  had 
to  come  up  with  very  simple  and  creative 
ways  to  explain  concepts  to  a  generation  of 
people,  many  of  which  had  never  heard  of 
coverage  gaps,  formularies  and  deductibles 
before.  These  are  terms  we  use  every  day. 
but  a  language  as  foreign  to  them  as  if  we 
had  plopped  them  on  a  planet  in  the  middle 
of  the  gamma  quadrant.  Sometimes  it  took 
longer  to  explain  the  nuisances  of  the  ben- 
efit than  it  did  to  actually  select  the  most 
appropriate  plan. 

Yes,  we  did  advise  seniors  on  plan  selec- 
tion after  using  the  plan  comparison  tool  and 
following  a  review  of  the  formulary  tiers  for 
their  specific  medications.  Our  experience 
with  seniors  and  Part  D  encouraged  us  to 
provide  feedback  to  CMS  via  ASCP  for 
allowing  pharmacists  more  leeway  in  help- 
ing seniors  select  a  plan.  As  a  pharmacist, 
unlike  most  other  individuals  trained  to 


advise  seniors  on  plan  selection,  we  are  able 
to  recommend  therapeutic  substitutions  and 
changes  within  the  formulary  tiers  that  save 
the  patient  money  while  maintaining  quality 
of  care.  It  is  ludicrous  not  to  allow  the  one 
health  professional  who  understands  this 
system  to  fully  guide  and  advise  patients  in 
selecting  a  plan. 

Another  headache  we  faced  in  our  prac- 
tice developed  around  patients  previously 
served  via  the  pharmaceutical  patient  as- 
sistance programs.  Those  of  us  who  serve 
this  clientele  worked  very  hard  to  enroll  our 


"...regardless  of  how  things 
'could  of/should  of  been  done, 
there  are  many  seniors  who 
are  grateful  for  their  new 
prescription  drug  coverage. " 


patients  in  Medicare  Part  D  plans.  Many  of 
these  individuals  did  not  qualify  for  the  low- 
income  assistance  under  Part  D.  They  will 
still  benefit  from  enrolling,  but  they  are  also 
subject  to  the  donut  hole  and  therefore,  have 
less  coverage  than  when  they  were  obtaining 
their  medicines  through  the  free  clinic  sys- 
tem. Our  government  has  pressured  PhRMA 
and  the  pharmaceutical  companies  to  con- 
tinue to  provide  free  medications  to  those 
patients  who  failed  to  sign-up  for  Medicare 
Part  D.  In  my  opinion  this  is  backwards. 
Seniors  who  did  the  right  thing  and  enrolled 
in  a  Part  D  plan  are  not  as  well  covered  as 
those  who  held  out  and  did  not  enroll.  In 
the  meantime,  people  who  did  enroll  are 
finding  out  most  of  the  major  drug  compa- 
nies are  still  providing  free  medications  to 
non-enrolled  seniors.  These  individuals  are 
disenrolling  from  their  Part  D  plans.  It  is 
unlikely  that  the  pharmaceutical  companies 
will  continue  to  provide  free  medications 
long-term  to  Part  D  eligible  patients.  When 
the  rules  change  again,  those  seniors  who 
disenrolled  will  now  be  faced  with  higher 
premiums  due  to  penalties.  I  understand 
our  government  wanting  the  pharmaceuti- 
cal industry  to  provide  continued  help  for 
patients  who  missed  the  May  15lh  deadline, 
but  the  more  appropriate  thing  to  have  done 
would  have  been  to  encourage  PhRMA  to 
provide  free  medications  to  seniors  with 
very  high  co-pays  (x%  of  total  income)  and 
for  those  who  get  trapped  in  the  donut  hole. 

Finally,  another  problem  we  have  seen 
is.  for  all  practical  purposes,  a  form  of  elder 
abuse.    We  have  had  a  number  of  seniors 


come  to  us  who  were  duped  into  signing  up 
for  a  plan  that  was  not  in  their  best  interest. 
Many  of  these  seniors  were  approached 
in  their  homes,  at  senior  centers  and  other 
places  by  insurance  salespersons  pushing 
specific  prescription  drug  plans.  Prior  to 
May  1 5lh  we  were  able  to  help  these  individ- 
uals switch  plans,  but  now  the  most  we  can 
do  is  review  their  formulary  and  talk  with 
their  physicians  about  possible  therapeutic 
substitutions  to  try  and  improve  the  patient's 
coverage  and  out-of-pocket  expense. 

Due  to  the  chaos  of  Part  D,  we  have 
a  tendency  to  see  only  the  bad  and  we 
can  "Monday  Morning  Quarterback"  the 
downside  of  this  benefit  all  day  long,  but 
regardless  of  how  "things  could  of/should 
of  been  done,  there  are  many  seniors  who 
are  grateful  for  their  new  prescription  drug 
coverage.  Bottom  line;  the  majority  of  se- 
niors who  selected  a  plan  are  gaining  some 
benefit.  For  many  low-income  seniors,  we 
have  seen  great  joy  and  relief  in  the  eyes  of 
these  seniors  and  their  families,  when  told 
that  they  now  can  afford  their  medications. 

Outpatient-Clinic 
Takes  Proactive  Steps 

By  Rita  Baskett.  RPh,  MBA,  MHA 
Special  Pro/ects  Coordinator 
Pharmacy  Services 
Carolinas  Healthcare  System 
Charlotte.  NC 

Carolinas  HealthCare  System  is  a  non- 
profit organization  that  serves  the  greater 
Charlotte  region.  Four  of  our  outpatient 
pharmacies,  which  are  located  within  our 
ambulatory  care  clinics,  serve  a  large  com- 
munity within  the  Charlotte  city  limits. 
Approximately  40%  of  our  patients  are 
on  Medicare.  We  took  a  proactive  step  on 
Medicare  Part  D  and  prepared  for  the  chal- 
lenge many  months  ahead  of  the  inception  of 
Part  D.  This  proactive  step  did  help  in  many 
ways.  We  provided  educational  sessions 
to  our  staff  and  patients.  Healthcare  major 
students  were  hired  to  provide  information 
and  explain  the  new  implementation  of 
Medicare  Part  D  to  patients.  We  even  created 
a  toll-free  help  line  to  answer  questions  on 
how  Medicare  Part  D  was  going  to  affect  our 
healthcare  system.  Although  challenges  still 
appeared,  our  system  was  prepared  to  accept 
and  work  on  the  perceived  issues  that  arose 
from  Medicare  Part  D. 

Carolinas  HealthCare  System  (CHS) 
outpatient-clinic  pharmacies  experienced 
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some  challenges  with  Medicare  Part  D.  Our 
tour  outpatient-clinic  pharmacies  did  not  ac- 
cept private  insurance.  The  only  insurance 
we  billed  was  for  North  Carolina  Medicaid. 
So.  with  the  inception  of  Medicare  Part  D. 
Carohnas  HealthCare  System  was  forced  to 
change  the  way  we  conducted  business  at 
our  outpatient-clinic  pharmacies.  The  tirst 
biggest  challenge  was  contracting  with  a 
Prescription  Drug  Plan  (PDP).  Since  Caro- 
hnas Medical  Center  is  a  disproportionate 
share  hospital  that  purchases  pharmaceuti- 
cals under  the  340b  public  health  service 
discount  program,  many  prescription  drug 
plans  did  not  understand  our  business  model 
and  would  not  extend  modified  contracts 
to  incorporate  our  type  of  business  entity. 
This  limited  us  to  contract  with  only  one 
prescription  drug  plan.  MemberHealth.  That 
limited  our  service  to  patients  who  were  au- 
tomatically enrolled  into  one  of  the  other  1(1 
PDPs  offered  to  the  dual-eligible  community. 
Pharmacists  spent  many  hours  transferring 
out  prescriptions.  In  the  month  of  January, 
one  of  our  pharmacies  transferred  out  a 
whopping  2.000  prescriptions,  decreasing 
our  business  in  that  pharmacy  by  20%. 

The  first  two  months  of  the  Part  D  rollout 
was  just  as  confusing  as  many  pharmacies 
had  experienced.  Many  patients  who  had 


enrolled  in  Part  D  plans  were  not  showing 
coverage.  Many  patients  who  sw  itched  plans 
to  use  our  pharmacies  did  not  have  their 
paperwork  processed  properly.  We  probably 
lost  countless  amounts  of  dollars  trying  to 
help  patients  get  their  medications  without 
incidence.  The  wait  time  on  calling  our 
contracted  PDP  or  Medicare  was  extremely 
long.  Many  claims  were  not  adjudicated  and 
a  lot  of  money  was  lost.  The  only  good  thing 
that  The  Centers  lor  Medicare  and  Medicaid 
Services  (CMS)  did  to  help  was  extend  the 
window  of  time  to  allow  back  billing  of 
claims  that  were  not  properly  transmitted. 
We  were  lucky  to  have  to  only  back  hill  to 
one  PDP  and  not  figure  out  which  patient 
had  what  insurance  to  back  bill.  We  did  not 
use  WellPoint  as  the  intermediary  since  we 
only  signed  on  with  one  PDP. 

Our  second  major  issue  with  Medicare 
Part  D  was  adapting  to  the  formulary  for 
MemberHealth.  Many  medications  we 
used  in  the  outpatient  formulary  were  not 
covered  based  on  the  formulary  provided  by 
MemberHealth.  Patients'  drug  therapies  had 
to  be  changed  to  coincide  with  the  formu- 
lary MemberHealth  offered.  This  involved 
numerous  hours  of  calls  to  physician  offices 
for  medication  changes.  Our  pharmacists 
spent  a  lot  of  time  explaining  and  counseling 


patients  on  therapeutic  substitutions. 

A  huge  blow  to  our  outpatient-clinic 
pharmacies  was  the  legislative  guidance 
by  the  Office  of  Inspector  General  (OIG) 
on  Patient  Assistance  Programs  (PAPs). 
Many  of  the  pharmaceutical  manufacturers 
decided  to  end  PAP  to  Medicare  eligible 
patients.  This  forced  many  patients  who 
were  recen  ing  medii  alions  al  no  cost  from 
the  pharmaceutical  manufacturers  to  now 
have  to  pay  for  their  medications.  This 
also  affected  our  institutional  bulk  PAPs. 
Although  the  OIG  has  offered  suggestions 
on  the  re-organization  of  PAP  models,  only 
two  manufacturers  were  given  the  go  ahead 
with  their  revised  programs  and  these  are 
two  manufacturers  that  do  not  supply  an 
adequate  PAP  program  for  our  patients. 

Hopefully,  the  year  2007  will  have  a 
better  rollout  than  the  inception  of  Part 
D  in  2006.  The  best  thing  we  did  was  to 
prepare  ahead  for  the  coming  year.  That  is 
exactly  what  we  are  doing  for  the  second 
year  of  Part  D.  Before  the  next  enrollment 
period,  we  plan  to  have  more  educational 
sessions  and  information  available  for  the 
next  group  of  enrol  lees.  Although  we  do  not 
expect  as  large  a  turnout  as  in  this  first  year, 
we  still  want  to  be  a  few  steps  ahead  before 
approaching  2007.  ♦ 
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From  filling  your  vacancy  needs 
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Provisional  Staffing  Cures  For  Today's  Pharmacies 


By  Robert  Miller,  RPh.CPh 

Sooner  or  later,  every  pharmacy  faces  the  challenge  of  juggling  staff 
schedules  around  vacations,  illness,  training  and  education  courses. 
Often  it  is  possible  to  plan  around  these  absences,  but  emergency 
situations  will  inevitably  arise.  Finding  an  available  pharmacist  or 
experienced  technician  can  be  a  worrisome  headache.  Many  phar- 
macies have  come  to  rely  on  temporary  agencies  to  help  maintain 
adequate  staffing. 

Of  course,  every  agency  should  he  able  to  provide  references  from 
pharmacies  which  they  have  successfully  used  the  agency's  services, 
but  there  are  a  several  factors  to  consider  when  hiring  a  temporary 
placement  &  referral  agency. 

Does  the  agency  specialize  in  referring  pharmacists  and  techni- 
cians? 

Agencies  that  specialize  in  one  specific  field  will  likely  have  a  better 
understanding  of  your  necessities  and  be  able  to  "speak  your  lingo."" 
Is  the  agency  pharmacist-owned  or  is  there  at  least  a  pharmacist 
advisor  on  staff? 

This  can  make  a  big  difference  in  the  agency's  ability  to  understand 
your  staffing  needs  and  be  able  to  match  qualified  candidates  that  have 
the  correct  experience  directly  related  to  your  pharmacy  setting. 
How  carefully  does  the  agency  screen  personnel? 

An  agency  should  select  their  pharmacists  and  technicians  care- 
fully, taking  certain  steps  to  ensure  proper  exactness  when  choosing 
a  qualified  individual.  The  following  are  some  steps  that  should  be 
followed  when  performing  proper  credentials  verifications:  a)  A  formal 
registration  procedure,  h)  Review  of  work  history  and  experience,  c) 
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VR  Has  Sold  More  Businesses  In  North  America  Than  Anyone 

THINKING  OF  SELLING  YOUR 
PHARMACY? 

Selling  your  business  is  our  only  business.  We  closed 

on  an  independently  owned  pharmacy  very  recently  and 

this  is  a  direct  quote  from  our  client! 

"Yot    no  NOT  HAVE  TO  SELL  TO  A  BIG  DRUG  CHAIN.'    THERE  ARE 
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FOUND  SEVERAL  POTENTIAL  BUYERS... 
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RECOMMl  \i>  Mr.  Offerdahl...  " 

we  can  do  the  same  for  you!  for  a  free,  no 
obligation.  consultation  call: 

Brad  Offerdahl 

Ph:  704.676.0940 

E-mail:  brad  @vrch\rlotte. com 


Reference  checks,  d)  Checking  to  make  sure  the  pharmacist's  license 
are  in  good  standing,  e)  Verifying  liability  coverage. 
Does  the  agency  have  state  of  the  art  computer  matching  and 
scheduling  capabilities  ? 

In  an  emergency  situation,  quick  response  is  vital.  Operating  "the 
old  fashioned  way"  may  slow  down  the  agency's  response  time  in  locat- 
ing available  personnel.  Computer  capabilities  can  make  it  possible  to 
fill  a  vacancy  within  minutes.  Relying  on  a  manual  system  may  take 
hours  simply  to  locate  all  available  personnel,  and  even  longer  to  find 
someone  u  ith  the  requisite  qualifications  needed  to  fill  the  position. 
Does  the  agency  have  personnel  available  in  your  local  area  or 
close  by? 

Finding  someone  in  your  area  or  close  by  is  essential.  You  may 
ask  yourself  whether  or  not  you  will  incur  travel  costs  for  mileage  if 
their  personnel  came  from  a  distance.  This  generally  will  not  be  a 
problem  if  occurring  occasionally,  but  can  add  up  to  significant  costs 
for  frequent  referrals.  Some  pharmacists  are  located  in  fringe  areas 
and  may  expect  to  be  compensated  for  mileage.  On  the  other  hand, 
there  are  some  agencies  that  do  not  charge  for  mileage  no  matter 
where  the  location. 

Docs  the  agency  have  personnel  with  experience  in  your  type  of 
pharmacy? 

Duties  and  customer/patient  interaction  can  vary  significantly 
from  one  pharmacy  setting  to  another.  If  your  pharmacists  are  in  a 
home-health  care  setting  and  the  agency's  personnel  only  have  retail 
experience  (or  vice-versa),  an  experienced  person  may  not  be  available. 
It  is  crucial  to  maintain  an  experienced  person  in  an  environment  of 
which  they  have  prior  knowledge. 
Can  the  agency  be  reached  at  any  time? 

Your  pharmacy  may  be  open  late  at  night  or  around  the  clock.  Emer- 
gency situations,  sick  calls  and  sudden  realizations  about  scheduling 
gaps  can  come  at  any  time,  even  the  middle  of  the  night.  Knowing 
you  can  place  a  request  at  any  time  can  provide  much  needed  peace 
of  mind. 

Does  the  agency  have  the  ability  to  refer  personnel  in  permanent 
positions? 

While  not  a  requirement  for  temporary  staffing,  should  the  need 
arise  for  permanent  staff,  an  existing  relationship  w  ith  a  temporary 
agency  that  also  places  permanent  positions  means  you  will  be  dealing 
with  an  agency  you  know  and  trust. 

Are  pharmacists  referred  by  the  agency  covered  by  professional  li- 
ability insurance? 

Whetherthe  pharmacists  being  referred  are  employees  of  the  agency 
or  an  independent  contractor,  he  or  she  should  be  covered  by  adequate 
professional  liability  insurance. 

Is  the  staffing  agency  communicating  with  you  in  all  possible 
areas  ? 

With  today's  technologies  there  are  many  ways  to  communicate 
without  disruption  to  your  daily  responsibilities.  By  utilizing  updated 
modes  of  communication  you  will  only  enhance  your  ability  to  get 
your  correspondence  across  in  a  timely  manner.  ♦ 

About  the  Author... 

Robert  Miller.  RPh.CPh.  is  President  of  Healthcare  Consultants  Pharmacy 
Staffing.  For  additional  information  on  about  HCC  call  1-800-642- 1652  or 
visit  www.pharmacy-staffing  com. 
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NCAP  Offering  Online  Pharmacist  Refresher  Courses 


Online  Pharmacist  Refresher  Course 

NCAP  has  partnered  with  the  Connecticut  Pharmacy  Association 
to  offer  The  Pharmacist  Refresher  Course.  The  online  course  is  de- 
signed for  pharmacists  who  wish  to  return  to  community  pharmacy 
practice  after  an  absence  from  practice  for  three  or  more  years.  The 
course  consists  of  three  modules,  all  of  which  have  been  approved 
for  American  Council  on  Pharmaceutical  Education  (ACPE)  con- 
tinuing education  credits.  The  first  two  modules  are  completely 
online  and  composed  of  weekly  study  segments  that  allow  course 
participants  to  work  at  their  own  pace,  on  their  own  time.  The 
third  module  consists  of  a  three-week.  90-hour  live  experience  in 
a  community  pharmacy.  NCAP  will  assist  in  sourcing  pharmacies 
at  which  participants  can  complete  the  module.  Only  those  who 
participate  in  all  three  modules  will  earn  a  Pharmacist  Refresher 
Course  Certificate  from  Charter  Oak  State  College.  Those  taking 
modules  One  and/or  Two  for  personal  enrichment  will  earn  ACPE 
credits  through  CPA. 

Two  Week  Online  Pharmacy  Law/QA  Course 

This  course  is  meant  to  give  home  study  law  credit  to  any  pharma- 
cist wanting  to  learn  about  quality  assurance  strategies  and  North 
Carolina's  pharmacy  law  s.  This  course  can  be  used  to  prepare  for 
reciprocity  into  North  Carolina,  or  for  those  who  want  an  update  on 
Pharmacy  Law  and  Quality  Assurance.   Students  must  follow  the 


two  week  course  schedule.  Online  discussion  boards  and  instructor 
monitoring  and  interaction  keep  you  on  track  throughout  the  course. 
Tests  and  quizzes  track  your  progress  (you  must  receive  a  70%  or 
higher  to  pass  this  course  and  get  credit). 

This  course  is  offered  the  first  two  full  weeks  of  every  month.  The 
registration  deadline  is  the  Thursday  before  each  monthly  course 
starts.  This  course  is  accredited  by  ACPE  for  15  hours  of  home 
study  law  education.  Partial  credit  will  not  be  awarded.  You  must 
finish  the  course  in  the  two  weeks  allowed  during  the  month  you 
started. 

Upon  completion  the  student  will  be  able  to: 
Explain  all  laws  pertaining  to  prescription  processing  of  non-con- 
trolled and  controlled  substances  and  the  record-keeping  of  those 
substances.  Compare  laws  pertaining  to  pharmacists'  supervision 
of  interns,  technicians  and  temporary  pharmacists.  Identify  the  du- 
ties and  limitations  of  the  technicians.  Explain  the  ethics  of  filling 
prescriptions  and  confidentiality  with  regard  to  HIPAA  Explain  the 
requirements  of  OBRA  and  who  is  allowed  to  counsel  or  make  the 
offer  to  counsel.  Explain  the  definition  of  a  prescription  error  and 
the  types  of  prescription  errors.  Identify  examples  of  sound-alike  / 
look-alike  drugs,  confirmation  bias  and  other  issues  impacting  error 
prevention.  Explain  the  FDA  and  USP  Medwatch  Error  Reports. 
Identify  ways  of  handling  a  prescription  error.  Develop  a  quality 
assurance  program  for  error  prevention  and  reporting. 
Call  NCAP  at  919-967-2237  or  visit  our  Web  site  at 
www.ncpharmacists.org  for  more  information. 


c 


DISPLAY  Options,  Inc. 


RETAIL  &  WHOLESALE  DESIGN 
FIXTURES  AND  INSTALLATION 


founded  1973 


0ft 


Rx  Planning  &  Designer 
Craig  Ashton 


A  customer  focused,  design,  display  and 

installation  company  with  over  30  years  in 

planning  and  installing  over  1300  Independent 

Pharmacies  in  the  Southeast. 


Compounding  Labs 

Pharmacy  Automation 

Patient  Consultation  Areas 

Merchandising 

Stocking  Lozier  Distributor 

Retail  and  Pharmacy  Fixtures 

Custom  Wood  Work 

Professional  Installation  and  Delivery 


Charlotte  -  Chapel  Hill  -  Charleston 
1-800-321-4344 

www.  displayoptions.  com 


North  Carolina  Pharmacist  Summer   2006     1 5 


EVERY  STORE  COUNTS 


At  Mutual  Drug,  we  believe  every  store  counts... 
Your  success  is  imperative  to  our  success.  We  offer 
you  the  power,  programs  and  services  dedicated  to 
store  growth  and  customer  satisfaction. 

We  treat  every  store  equally  in  terms  of  price  anc 
service.  Today,  it  is  easier  than  ever  to  become  a 
Mutual  member/owner.  Just  call  1-800-800-8551 

to  learn  more  information  about  joining  Mutual  Drug. 
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Introducing  the  Binary  Collection  Program 

An  innovative  way  to  manage  vour  accounts  receivable 
for  less  than  10%  Per  Account  -  Regardless  Of  The  Amount  Owed! 
The  Binary  Programs  concept  successfully  collected  over  $1  billion  dollars 
last  year  and  serviced  over  50,000  credit  grantors  It  is  unrivaled  in  its  abil- 
ity to  recover  lost  profits,  reduce  bad  debt  and  write-offs,  and  permanently 
increase  your  cash  flow,  Tek-Collect  is  a  member  of  the  American  Collectors 
Association  and  is  licensed  and  bonded  in  all  states  where  required  by  law. 


•  ••• 


i 


Primary  Collection  Phase 

Personal  contacts  by  Regional  Collection  Managers.  •  High  impact  printed 

contacts  including  an  attorney  demand.  •  National  Credit  Bureau  reporting.  • 

Payments  made  directly  to  you  for  immediate  cash  flow.  •  All  for  a  low  fixed 

fee  of  generally  less  than  10%  •  100%  Collection  Guarantee 

Managing  Cash  Flow 

Maintaining  cash  flow  is  imperative  to  any  business.  Early  referral  of 

delinquent  accounts  is  the  key  to  a  positive  cash  flow  and  prevents  the 

deterioration  that  comes  as  accounts  age.  Tek-Collects  Preventative 

Maintenance  Accounts  Receivable  Management  System  offers  a  low 

fixed  fee  that  makes  early  referral  economical. 

For  more  information  about  the  Binary  Collection  Program  contact: 

Rick  Toot,  Area  Manager,  Charlotte,  NC 

DIRECT  704-566-4079  Cell  Ph.;  704-517-7533 

EMAIL:  RTOOT03@BELLSOUTH.NET 


CHET  SAYS. 


CT|?Steffing 

PhMRMSTIFF  M 


Calling  MSN/Pharmstaf  f  is  good,  sound  advice. 
Whether  you're  a  pharmacy  manager,  or  a 
pharmacist  looking  for  great  opportunities, 
we  do  all  the  work  so  you  can  spend  more  time 
having  fun  (like  going  someplace  exotic1). 

LOCAL  •  TRAVEL  ■  TEMPORARY  •  PERMANENT 
TOP  PAY  &  BENEFITS  •  BONUSES 

800.223.9230  MSNPhanrtacy.com 


REGISTRATION  NOW  AVAILABLE! 


;IJ  i 


QOOOOO0O 
Q LAS  VEGAS 

^S.         NCPA     2006 

EXPERIENCE   Lit*  POSSIBILITIES 


J» 


i 


^_ 


NCPA's  108th  Annual  Convention  and  Trade  Exposition 

October  7-11,2006  ■  The  Venetian  Hotel  and  Casino  ■  Las  Vegas,  Nevada 

Online  registration  is  now  available.  Don't  miss  these  incredible 
opportunities  available  for  a  limited  time  only: 

•  "Early  Bird"  discount  through  July  28 

•  $50/night  discount  on  hotel  rooms  while  supply  lasts 

•  Preferred  seating  for  special  performance  of  The 
Phantom  of  the  Opera  (first  come,  first  served) 


NCPA^ 


REGISTER  TODAY  AT  www.ncpanet.org 
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Pharmacy  Time  Capsules 

From  the  American  Institute  of  the  History  of  Pharmacy 


B\  Dennis  B.  Worthen,  Lloyd  Scholar 
Lloyd  Library  and  Museum,  Cincinnati,  OH 

1981-  Twenty-five  years  ago: 

•  Aspartame  approved  by  the  FDA  for  use 
in  tahletop  sweeteners  after  a  seven-year 
regulatory  review. 

•  The  U.S.  Centers  for  Disease  Control 
recognizes  the  disease  called  acquired  im- 
mune deficiency  syndrome,  or  AIDS,  for 
the  first  time. 

•  Jere  Goyan.  the  first  pharmacist  who 
served  as  the  head  of  the  Food  and  Drug 
Administration  is  replaced  by  Arthur 
Hayes.  Highlights  during  his  tenure  at 
FDA  included  attempt  to  make  patient 
package  inserts  compulsory. 

1956-  Fifty  years  ago: 

•  Birth-control  pills  are  used  in  a  large- 
scale  test  conducted  by  John  Rock  and 
Gregory  Pincus  in  Puerto  Rico. 

•  Five-year  BS  in  Pharmacy  program  goes 
into  effect.  July  I  for  member  colleges  of 
American  Association  of  Colleges  of  Phar- 
macy. 


•  Founding  of  the  College  of  Pharmacy  at 
Northern  Louisiana  State  (now  University 
of  Louisiana  at  Monroe). 

1931-  Seventy-five  year  ago: 

•  Fair  Trade  Act  passes  in  California  as  a 
means  to  combat  discounting  and  by  forc- 
ing all  retailers  to  maintain  the  manufac- 
turers' prices  of  trademarked  products. 

•  Originator  of  Pharmacy  Week.  Robert  J. 
Ruth,  died  on  July  4.  1931. 

•  The  average  yearly  "sales  of  a  drug  store 
were  $26,500  and  there  were  60.000  stores 
in  the  US  according  to  the  Chemical  Divi- 
sion of  the  U.S.  Department  of  Commerce. 
1906-  One  hundred  years  ago: 

•  Frederick  Gou  land  Hopkins  suggests  that 
food  contains  trace  amounts  of  certain  sub- 
stances that  are  essential  to  life,  which  later 
came  to  be  called  vitamins. 

•  1906:  Formation  of  the  National  Syllabus 
Committee  by  the  National  Association  of 
Boards  of  Pharmacy  and  the  American  As- 
sociation of  Colleges  of  Pharmacy  is  the 
first  serious  attempt  at  standardizing  phar- 


maceutical education. 

•  Congress  enacts  the  first  Federal  Food 
and  Drug  Act  "For  preventing  the  manu- 
facture, sale,  or  transportation  of  adulter- 
ated or  misbranded  or  poisonous  or  delete- 
rious foods,  drugs,  medicines,  and  liquors, 
and  for  regulating  traffic  therein." 

1881-  One  hundred  twenty-five  years 
ago: 

•  Alabama  Pharmacy  Association  formed 

•  West  Virginia  Pharmaceutical  Inow  Phar- 
macists) Association  reorganized 

One  of  a  series  contributed  by  the  Ameri- 
can Institute  of  the  History  of  Pharmacy,  a 
unique  non-profit  society  dedicated  to  as- 
suring that  the  contributions  of  your  pro- 
fession endure  as  a  part  of  America's  his- 
tory. Membership  offers  the  satisfaction 
of  helping  continue  this  work  on  behalf  of 
pharmacy,  and  brings  five  or  more  histori- 
cal publications  to  your  door  each  year. 
To  learn  more,  check  out:  www.aihp.org 


PQC  is  proudly  f\ 

endorsed  by  the  <-- 

North  Carolina  ^*S 

Association  of  >■• 

Pharmacists    Z 


COMMITMENT 

A  product  of  the  National  Alliance  of  State  Pharmacy  Associations,  LLC 

You've  been  searching  for  a  comprehensive 
quality  improvement  program  for  your  pharmacy. 


PQC,  the  experts  in  total  quality  solutions  for 
pharmacy,  has  a  turn-key  program  to  meet  your 
quality  improvement  needs! 


Today's  healthcare  marketplace,  including  the  new  Medicare  Part  D,  demands 
continuous  quality  assurance  and  a  reduction  in  medial  errors. 
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Pharmacists  Needed 

IMMEDIATELY 


NCAP 


CAREER  CENTER 


Finding  the  perfect  job  has  never 
been  easier.  The  NCAP  Career  Center 
is  custom  tailored  to  our  business. 


POST  YOUR 
RESUME  TODAY 

It's  fast,  easy  and  free.  Simply 
post  your  resume  for  industry 
employers  to  see  and  explore  the 
possibilities  waiting  for  you. 


ACCESS  PREMIER 
JOB  POSTINGS 

Search  jobs  and  submit  resumes 
to  employer  job  listings  not  widely 
available  on  other  career  sites. 


RECEIVE  JOBS 
VIA  EMAIL 

Create  job  alerts  based  on 
various  criteria  and  you  will  begin 
receiving  opportunities  via  email. 


LAND  THE 
PERFECT  JOB 

Create  an  anonymous  career 
profile  and  employers  will  be  able 
to  send  job  opportunities  directly 
to  you. 


www.ncpharmacists.org 
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>ur  Company  Makes  the  Promise. 
Our  People  Stand  Behind  It. 


Pharmacists 

MutualCompanies 

One  Pharmacists  Way.  Highway  18  West 
P.O.  Box  370  •  Algona,  IA  505 1  I  -0370 


Pharmacists  Mutual  Insurance  Company 
Pharmacists  Life  Insurance  Company 
Pharmacists  National    Insurance  Corporation 
Pro  Advantage  Services,  Inc. 
PMC  Quality  Commitment,  Inc. 


Ron  Stoll,  LUTCF 

Summerfield,  NC  27358 
800-247-5930  ext.  7137 
ron.stoll@phmic.com 


Pharmacists  Mutual  is  endorsed  by  the  North  Carolina  Association  of  Pharmacists  (compensated  endorsement). 
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Durham,  NC    919  968-1440     vAvw.sccondsloryhealth.com 


Finally... 
a  rational 
response  to 

adverse 
event 

reporting 

and 

management 


( 


Improve  Quality 
and  Satisfaction 


Decrease  Costs 


) 


■i 
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Small  Doses 


Watts  Receives  M.  Keith  Fearing 
Award  from  Campbell  University 


Jack  Watts,  right,  accepts  the  M  Keith  Fearing 
Award  for  excellence  in  the  profession  of 
pharmacy  from  Dr,  Ronald  Maddox.  Dean  of  the 
Campbell  University  School  of  Pharmacy  and 
Mrs.  Lib  Fearing,  wife  of  the  late  Keith  Fearing, 
founding  member  of  the  pharmacy  school 

From  janitor  and  soda  jerk  to  president 
of  the  North  Carolina  Association  of  Phar- 
macists. Jack  Watts  is  the  veteran  of  a  long 
and  distinguished  career  in  pharmacy.  On 
May  1 1 ,  the  Campbell  University  School  of 
Pharmacy  presented  Watts  with  the  coveted 
M.  Keith  Fearing  Award  for  his  outstanding 
contributions  and  professional  excellence. 

Named  for  Campbell  alumnus  M.  Keith 
Fearing,  who  established  the  first  pharmacy 
in  Dare  County,  the  Fearing  award  was  es- 
tablished in  1997.  Fearing  was  a  founding 
member  of  the  Campbell  University  School 
of  Pharmacy. 

A  native  of  Tabor  City,  NC,  Jack  Watts 
has  been  active  in  the  pharmacy  profession 
for  over  50  years.  From  humble  beginnings 
at  the  soda  counter  at  R.C.  Harrelson's  phar- 
macy on  Main  Street  in  Tabor  City.  Watts 
went  on  to  complete  his  undergraduate  work 
in  pharmacy  at  the  University  of  South  Caro- 
lina in  1955.  Returning  to  Tabor  City  briefly 
as  a  druggist  at  Harrelson's.  Watts  got  an 
offer  to  work  as  a  sales  representative  for  the 
Eli  Lilly  Company.  He  retired  after  3 1  years. 
Upon  his  retirement.  Watts  became  affiliated 
with  the  Greensboro  Area  Health  Education 
Center  of  the  Moses  H.  Cone  Memorial 
Hospital  and  served  as  assistant  director 
of  Pharmacy  Education  in  Greensboro.  He 
has  served  several  terms  as  a  member  of  the 
Campbell  University  Board  of  Trustees  and 
is  an  adjunct  professor  of  Pharmacy  Practice 
at  Campbell.  During  his  long  career.  Watts 
has  also  served  as  chairman  of  the  North 
Carolina  Board  of  Pharmacy  and  was  recog- 


nized as  Pharmacist  of  the  Year  in  1 986.  He 
remains  active  in  NCAP  and  the  Society  of 
Consultant  Pharmacists,  the  South  Carolina 
Pharmaceutical  Association  and  the  North 
Carolina  Academy  of  Pharmacy  among 
other  professional  organizations. 

In  addition.  Watts  was  named  South 
Carolina  College  of  Pharmacy  Man  of  the 
Year  in  1982  and  served  as  president  of  the 
South  Carolina  College  of  Pharmacy  Alumni 
Association  for  44  years. 

"We  are  currently  celebrating  the  20* 
anniversary  of  the  Campbell  University 
School  of  Pharmacy."  said  Ronald  Maddox. 
dean  of  the  School  of  Pharmacy.  That's  why 
it  is  fitting  that  we  honor  two  men  who  have 
had  a  tremendous  impact  on  community 
pharmacy  practice  and  the  profession  of 
pharmacy.  Jack  Watts  and  Keith  Fearing. 
These  gentlemen  are  role  models  for  our 
students.  It  is  appropriate  that  we  recognize 
them  for  their  service  to  their  patients  and 
their  communities." 

Watts  received  the  honorary  degree  of 
Doctor  of  Science  from  the  Campbell  School 
of  Pharmacy  in  1998. 

Community  Care  Practice  Forum 
Names  Pharmacist  of  the  Year 


Campbell  University  Holds  2006 
School  of  Pharmacy  Graduation 


Brenden  O'Hara  (r)  presents  the  CCPF  Pharmacist 
of  the  Year  Award  to  Stephanie  Ferreri 


NCAP's  Community  Care  Practice  Fo- 
rum recognized  the  achievements  of  their 
first  CCPF  Pharmacist  of  the  Year.  Stefanie 
Ferreri.  PharmD.  Brenden  O'Hara  presented 
the  award  at  last  fall's  Carolina  Seminar  in 
Wilmington.  "Her  commitment  to  commu- 
nity pharmacy  is  exceptional  and  having 
recently  attained  a  grant  for  Pneumococcal 
vaccination  from  the  NIH  (one  of  her  many 
achievements)  a  natural  choice  for  this 
award"  said  O'Hara. 


Lamar  Hardman.  Director  of  Pharmacy  at  Harris 
Teeter,  and  Anthony  N.  Civello,  President  and 
CEO  of  Kerr  Drug 

Lamar  Hardman,  Director  of  Pharmacy 
at  Harris  Teeter,  administered  the  phar- 
macist oath  to  the  pharmacy  class  of  2006 
during  the  Campbell  University  graduation 
ceremony  on  Monday,  May  15.  Antony  N. 
Civello,  President  and  CEO  of  Kerr  Drug, 
gave  the  keynote  address  to  the  class  of  2006 
at  the  Pharmacy  Hooding  and  Recognition 
Ceremony  on  Sunday,  May  14  and  received 
an  honorary  doctorate  of  science  degree 
from  the  School  of  Pharmacy  during  the 
graduation  ceremony. 


calendar 


Sept.  8:  Immunization  Delivery 
Certificate  Program  at  the  Pharmacy 
Practice  Seminar,  Wilmington,  NC. 

Sept.  9-10:  21st  Annual  Pharmacy 
Practice  Seminar,  especially  for  com- 
munity/ambulatory care  pharmacists, 
Wilmington,  NC 

Oct.  22-24:  NCAP  Annual  Conven- 
tion, quality  programming  for  phar- 
macists from  all  practice  settings, 
Sheraton  Imperial,  Research  Triangle 
Park,  NC. 

For  more  information 
about  these  and  other 

events  please  visit 
www.ncpharmacists.org 
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NCAP  presents  a  great  opportunity  for  technicians  in  your  pharmacy... 
North  Carolina  Association  of  Pharmacists 

Technician  Review  Seminar 

This  one-day  review  has  something  for  all  technicians: 

-  Prepare  for  the  Pharmacy  Technician  Certification  Board  Exam. 

-  If  you  are  already  certified,  earn  7  hours  of  CE  credit. 

-  The  Board  of  Pharmacy  requires  that  all  new  technicians  complete  a  formal 
training  program.  This  course  fully  meets  the  BOP  training  requirements. 

NOTE:  YOU  MUST  REGISTER  with  PTCB  by  Sept.  22.  2006  to  take  the  Nov.  18.  2006 

PTCB  CERTIFICATION  BOARD  EXAM.  Register  online  www.ptcb.org, 

or  for  a  registration  packet  call  NCAP  at  919-967-2237   or  PTCB  at  202-429-7576. 

TO  ATTEND  AN  NCAP  TECHNICIAN  REVIEW  SEMINAR  PLEASE  REGISTER  WITH  NCAP.  USING 

THIS  FORM.  AT  LEAST  7  DAYS  PRIOR  TO  THE  PROGRAM  YOU  WISH  TO  ATTEND. 

The  availability  of  a  review  class  prior  to  taking  an  exam  is  an  advantage  that  most  people  would  welcome. 
The  advantages  this  program  provides  will  far  exceed  the  minimal  costs  involved. 

Over  98%  of  the  Technicians  who  have  taken  this  review  course  have  passed  the  PTCB  exam. 

These  success  stories  speak  highly  of  the  presentation  materials  and  the  instructors: 

•  Ted  Spader.  RPh,  MSPhAd  is  employed  with  the  Eckerd  Corporation.  He  has  worked  at  Somerset  Medical  Center,  is 
the  previous  owner  of  Ringoes  Pharmacy,  Inc.  and  was  previously  a  District  Manager  with  Eckerd. 

•  Mark  Sheppard,  RPh  is  a  Corporate  Trainer  with  the  Eckerd  Corporation. 


The  NCAP  Technician  Review  Seminar  includes:     •  preparation  for  exam  day 

•  one  hour  of  pharmacy  law    •  basic  math  •  dispensing  calculations    •  hospital  calculations 

•  commercial  calculations     •  hospital  practice  review       •  a  review  of  the  top  200  most 

widely  used  drugs  including  side  effects,  interactions  and  counseling  tips 

NCAP  TECHNICIAN  REVIEW  SEMINAR  REGISTRATION  FORM 


Please  REGISTER  AT  LEAST  7  DAYS  PRIOR  TO  THE 
PROGRAM  you  wish  to  attend  or  CALL  FOR  AVAILABILITY. 

The  review  will  be  held  from  8:30  am  to  5:00  pm  with  a 
one-hour  break  for  lunch  (on  your  own).  Please  bring  a 
calculator  and  a  pencil. 
CHECK  THE  LOCATION  AND  DATE  you  wish  to  attend: 

Sept.  30:  Fayetteville,  Fayetteville  Tech  Community  College  CEC  118 

Oct  15:  Greensboro,  Moses  Cone  AHEC  Rm.  1040 

Oct  24:  NCAP  Convention,  Sheraton  Imperial,  Research  Triangle  Park,  NC 

Oct.  28:  Hickory,  Catawba  Valley  Medical  Center  AHEC,  Rm.  112 

Oct.  29:  Charlotte.  Mercy  Hospital  Auditorium 

CONFIRMATION  &  DIRECTIONS  WILL  BE  MAILED  TO  YOU 

WHEN  REGISTRATION  AND  PAYMENT  IS  RECEIVED. 
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From  the  Executive  Director 


Year  End  Report 


In  July  2001  1  accepted  the  Interim  Ex- 
ecutive Director  position  thinking  I  would 
spend  a  year  and  then  go  back  to  my  previ- 
ous position.  The  excitement  of  this  posi- 
tion coupled  with  a  lot  of  unfinished  goals 
caused  me  to  agree  to  remove  "interim" 
from  my  title.  Now  five  years  later  let  me 
report  on  our  progress,  identify  some  re- 
maining goals  and  make  some  suggestions 
about  the  next  five  years. 

As  an  organization  NCAP  was  struggling 
in  2001.  The  merger  didn't  bring  in  mem- 
bership growth  as  expected.  The  financial 
reserves  that  the  merging  organizations 
brought  were  consumed  and  sufficient  re- 
sources to  cover  all  staff  expenses  in  the 
future  were  not  there.  With  the  Board's 
leadership  we  eliminated  two  full-time  po- 
sitions and  replaced  them  with  part-time 
staff.  Both  Dean  Campbell  and  Dean  Bl- 
ouin  from  the  UNC  School  of  Pharmacy 
continued  to  support  my  role  in  NCAP  and 
provided  me  with  a  part-time  salaried  po- 
sition at  the  School  of  Pharmacy  at  UNC- 
CH.  Thus.  I  can  continue  to  teach,  which  is 
probably  my  first  love,  contribute  to  aca- 
demic pharmacy  and  have  sufficient  time  to 
run  NCAP.  I  continue  to  feel  blessed,  look 
forward  to  work  daily,  and  leave  work  feel- 
ing like  I  am  making  a  contribution. 

As  an  NCAP  member,  however,  you 
should  be  asking  "While  that  is  nice  for 
you  Fred  Eckel,  what  about  the  condition 
of  NCAP'"  Let  me  cite  three  examples  of 
our  strengths  and  identify  two  continuing 
areas  of  concern. 
Strengths 

1.  With  the  leadership  of  its  Board  of 
Directors,  the  support  of  the  Pharmacy 
Network  Foundation  and  the  generous  con- 
tributions of  our  members,  the  NCAP  En- 
dowment Fund  sits  at  about  S800.000  with 
a  property  valued  at  about  $1  million.  The 
NCAP  home  in  2001  was  in  disrepair.  In- 
stead of  selling  the  building,  it  was  donated 
to  the  Endowment.  With  an  investment  of 
about  $100,000  the  building  is  once  again  a 
showcase.  We  can  all  be  proud  of  the  home 
of  North  Carolina  pharmacy-  the  Institute 
of  Pharmacy  in  Chapel  Hill. 
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2.  NCAP  finished  2005.  according  to  our 
Consolidated  Financial  Statement,  with 
Net  Assets  of  $360,780,  up  almost  $53,000 
over  2004.  This  was  based  on  Revenues  of 
$539,938,  up  almost  $63,000  over  2004.  In 
2006  through  September  30  we  show  net 
assets  of  $427,955.  I  told  the  Board  when 
I  became  Executive  Director  that  I  would 
stay  at  least  until  we  had  $500,000  in  re- 
serves and  I  hope  we  will  be  there  in  two 
more  years.  NCAP  is  not  flush  financially 
but  we  have  a  stable  foundation  now. 

3.  At  our  recent  Convention  almost  300 
students  attended  from  all  three  pharmacy 
schools.  NCAP.  with  the  support  of  the 
Pharmacy  Network  Foundation,  provided 
scholarships  to  those  students  who  were 
members  of  NCAP.  In  addition,  30  phar- 
macy residents  were  registered.  Getting 
pharmacy  students  to  attend  NCAP  meet- 
ings should  make  it  easier  to  get  them  to 
become  members  when  they  graduate. 
Concerns 

4.  With  almost  9.000  registered  pharma- 
cists in  North  Carolina,  NCAP  as  an  inte- 
grated pharmacy  organization,  should  have 
many  more  members  than  the  2,000  we 
now  have.  I  was  interviewed  on  Carolina 
Close-up  recently.  When  Don  Curtis  asked 
me  how  many  pharmacists  are  in  North 
Carolina  and  how  many  are  members  I 
was  a  little  embarrassed.  NCAP  is  the  only 
group  in  North  Carolina  working  on  behalf 
of  all  pharmacists.  We  need  the  support  of 
many  more  to  really  be  successful. 

5.  Anywhere  you  go  in  pharmacy  circles 
the  Asheville  Project  is  mentioned.  Al- 
though NCAP  doesn't  get  the  credit,  those 
of  us  in  NC  Pharmacy  know  the  story. 
However,  we  cannot  rest  on  our  laurels,  we 
must  get  more  disease  management  initia- 
tives set  up  in  our  state.  That  is  why  NCAP 
is  a  founding  member  of  the  NC  Coalition 
for  Healthy  Solutions,  a  broad  based  Coali- 
tion focusing  on  the  value  of  incorporating 
preventative  programs  into  NC  employers 
health  plans.  Pharmacists  have  important 
contributions  to  make  but  we  need  to  get 
the  word  out.  We  all,  including  NCAP. 
have  much  more  to  do  in  this  area. 


There  is  so  much  more  that  I  could  say 
about  where  we  are,  but  what  about  the  fu- 
ture? Let  me  identify  some  issues. 

Nationally  we  keep  hearing  that  pharma- 
cy needs  a  new  business  model  because  we 
will  not  be  able  to  sustain  community  phar- 
macy practice  on  current  dispensing  fees. 
Many  are  working  to  increase  those  fees. 
Not  enough  are  working  on  the  implemen- 
tation of  Medication  Therapy  Management 
(MTM)  which  I  believe  will  be  at  the  heart 
of  this  new  business  model.  NCAP  needs 
more  staff  resources  do  devote  to  this  effort. 
I  am  concerned  that  without  some  group  in 
North  Carolina  providing  leadership,  much 
like  the  Asheville  Project  leaders,  we  will 
not  be  able  to  take  full  advantage  of  the 
opportunities  before  us.  NCAP  should  do 
this  but  we  lack  the  staff  resources  because 
of  our  low  membership  rate. 

Although  I  hope  to  stay  at  NCAP  for  at 
least  three  more  years,  it  is  time  to  think 
about  "cessation  planning"  as  I  am  call- 
ing it.  As  you  know,  no  one  lives  forever. 
I  have  a  whole  lot  more  pharmacy  life 
behind  me  than  I  do  before  me.  1  believe 
that  NCAP  will  be  best  run  by  a  pharma- 
cist. It  is  my  understanding  that  NCAP  and 
NCPhA  have  always  had  a  pharmacist  in 
charge.  Unless  we  can  increase  our  reve- 
nues, especially  non-dues  income,  this  may 
not  be  possible. 

Yes.  NCAP  is  on  a  firm  foundation  today. 
However,  pharmacy  may  be  in  the  most 
vulnerable  position  in  our  history.  With  the 
right  kind  of  leadership.  NCAP  could  lead 
the  transformation  of  the  profession.  Inad- 
equate professional  leadership  at  the  state 
lever,  however,  could  result  in  sputtering 
advances  and  fragmented  efforts.  NCAP 
is  positioned  to  step  up  to  the  plate  if  our 
members  are  there  to  support  the  efforts. 
This  is  a  truly  exciting  time  in  pharmacy. 
I  am  glad  I  am  still  able  to  contribute  to 
helping  North  Carolina  pharmacy  lead  the 
profession  into  the  future.  North  Carolina 
pharmacy  has  always  been  a  leader.  Help 
us  do  it  again. 

Fred  Eckel 
Executive  Director 
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What  Will  Be  the  Next  Big  Thing? 

It  seems  to  me  that,  in  our  profession,  pharmacists  are  always  looking  for  the  Next  Big  Thing  (NBT)  that 
will  impact  our  daily  practices,  or  offer  new  opportunities  and  challenges.  Sometimes  the  NBT  is  something 
that  we  have  proposed  and  marshaled  through  the  process  such  as  Clinical  Pharmacist  Practitioner  (CPP)  leg- 
islation or  immunization  services  and,  sometimes,  the  NBT  is  decided  for  us  although  we  should  have  some  input  in  to 
the  details,  such  as  Medication  Therapy  Management  (MTM),  pseudoephcdrine  regulations,  and  Plan  B  status. 

In  each  instance,  we  have  to  examine  our  already  busy  practices  and  determine  how  and  when  we  can  make  adjust- 
ments to  accommodate  new  opportunities  or  address  new  challenges.  Sometimes  it's  a  choice,  sometimes  there  is  no 
choice;  but  the  NBT  is  somehow  always  out  there.  Professionally.  I  would  like  to  see  us  guiding  the  agenda  for  the 
NBT  a  little  more  proactively. 

In  a  profession  as  diverse  as  ours,  the  NBT  can  be  something  that  is  more  relevant  in  certain  practice  settings. 
MTM  may  be  more  of  an  issue  for  pharmacists  in  community  practices,  medication  reconciliation  is  more  relevant 
for  hospital  pharmacists,  and  any  emerging  new  regulation  about  medication  regimen  review  applies  to  chronic  care 
pharmacists.  However,  in  each  situation,  the  efficiency  of  implementation  and  the  success  of  the  program  impacts  all 
of  us,  independent  of  where  we  practice. 

Although  MTM  services  are  designed  to  utilize  the  valuable  services  that  pharmacists  can  provide  in  a  community 
setting,  the  impact  is  broader.  MTM  services  also  apply  to  health  systems  where  patients  are  managed  on  an  inpatient  and 
outpatient  basis,  and  patients  with  improved  control  of  their  disease  because  of  recommendations  and  counseling  from 
the  pharmacists  will  benefit  the  entire  health  care  enterprise.  At  least,  that  is  one  rationale  for  the  program,  isn't  if 

The  process  of  medication  reconciliation  is  a  major  focus  for  health  system  pharmacists.  This  means  that  as  patients 
enter  and  move  through  a  health  system,  such  as  during  a  hospitalization,  there  is  a  process  of  checks  and  balances  about 
medication  therapy.  The  goal  is  that  from  the  time  a  patient  enters  a  hospital  to  when  they  leave  there  is  a  clear  trail  of 
medication  treatment  regimens  and  rationale  for  changes.  This  kind  of  information  would  be  valuable  to  pharmacists 
throughout  the  health  care  system,  wouldn't  it9 

In  chronic  care  settings,  the  role  of  pharmacists  in  drug  regimen  review  is  well  established.  Pharmacists  should 
evaluate  drug  therapy  regimens  and  make  recommendations  for  additions,  discontinuations,  and  modifications  based  on 
their  professional  knowledge  and  judgment.  The  chronic  care  setting  is  truly  a  place  for  drug  therapy  regimens  to  be 
optimized  because  patients  can  be  constantly  observed  for  improved  control,  lack  of  control,  or  the  development  of  side 
effects  or  toxicities.  The  chronic  care  setting  serves  as  an  excellent  setting  for  evaluating  the  value  that  a  pharmacist 
can  bring  to  treatment  of  acute  and  chronic  conditions,  and  optimizing  drug  therapy,  doesn't  it'1 

The  NBT  is  always  going  to  be  out  there.  Thank  goodness  for  that!  How  boring  would  our  practices  be  without  the 
NBT.  Some  things,  among  many,  that  the  North  Carolina  Association  of  Pharmacists  should  be  doing  for  you  include 
monitoring  the  landscape  of  pharmacy  and  healthcare  for  the  NBT.  and  advocating  for  the  NBT  that  we  discover  to  be 
a  good  opportunity  for  pharmacists  to  improve  the  health  of  our  patients. 

As  my  year  as  President  concludes,  I  look  forward  to  another  year  of  service  on  the  NCAP  Board  of  Directors  and 
working  with  you  to  implement  the  NBT  for  pharmacy.  Ideas  about  the  NBT  come  from  everywhere.  But  the  best 
ones  come  from  you.  One  of  the  most  rewarding  and  beneficial  opportunities  that  I  have  as  President  of  NCAP  and  my 
position  as  a  faculty  member  in  a  school  of  pharmacy  is  to  be  able  to  talk  to  you  and  hear  about  what  you  are  doing, 
what  you  plan  to  do,  and  what  you  would  like  to  do  in  the  future.  Often,  that  is  the  first  inkling  that  I  have  about  what 
the  NBT  for  pharmacists  will  be. 

Don't  keep  your  ideas  about  the  NBT  a  secret.  I  look  forward  to  speaking  with  you. 


Dennis  Williams,  PharmD 
President,  NCAP 
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Immunization  Update 

New  recommendations  and  more  opportunities  for  pharmacists 

by  Mary  S.  Harney.  PharmD,  FCCP,  BCPS:  ami  Susan  M.  Kleppin,  RPh 

This  article  originally  appeared  in  the  Sept. /Oct.  2006  issue  of  the  Journal  of  the 
Pharmacy  Society  of  Wisconsin  and  is  being  reprinted  with  permission  front  the  JPSW 
and  the  authors.  At  the  author 's  request  there  has  been  no  editorial  changes  and  there- 
fore it  contains  references  to  Wisconsin.  NCAP  Board  of  Directors  member  Leigh  L. 
Foushee.  PharmD.  CDM,  RPh.  has  reviewed  this  article  to  determine  its  compatibility 
with  North  Carolina  rules.  This  CE  will  provide  North  Carolina  pharmacists  with  useful 
information  and  help  expand  the  role  of  pharmacists  in  delivering  immunizations. 

Reviewers'  note:  Currently.  North  Carolina  pharmacists,  in  accordance  with  phar- 
macy rule  21  NCAC  46.2507.  max  vaccinate  patients  lor  influenza  and  pneumococcal 
disc  ase.    \ll  North  (  'arolina  phiirmai  i_\l\  shotiUI  In  <  omc  know  Icdacablc  about  the  a\  iii_b 
ability  of  the  new  vaccines  discussed  in  the  following  article  and  be  prepared  to  educate 
those  who  max  benefit  from  the  vaccine. 


Immunization  recommendations  change 
frequently,  and  the  rate  of  change  is  increas- 
ing. (Figure  1)  The  childhood  immuniza- 
tion schedule  is  updated  frequently  and 
published  annually  in  January.  The  adult 
immunization  schedule  is  published  every 
other  year.  Keeping  up  with  the  latest 
recommendations  can  be  challenging.  This 
article  will  review  newly  licensed  vaccines 
and  some  of  the  recent  recommendations 


f£ 


Objectives:  1)  Describe  vaccine  failure  and  its  role  in 
outbreaks  of  infectious  diseases,  such  as  mumps; 
2)  Develop  a  comprehensive  list  of  patients  and  their 


contacts  for  whom  annual  influenza  immunization  is  recom- 
mended; 3)  Describe  the  need  for  annual  influenza  immunization 
for  health  care  workers  and  develop  and  implement  policies  to 
improve  immunization  rates;  4)  Apply  the  new  recommendations 
for  the  use  of  pertussis  vaccines  in  adolescents  and  adults  and 
explain  the  rationale  for  use;  5)  Explain  the  benefits  and  risks  of 
rotavirus  vaccine  to  parents  of  young  infants;  6)  Identify  the  need 
for  human  papillomavirus  vaccine  in  populations  of  various  ages 
and  by  sex.  7)  Describe  the  pathophysiology  of  herpes  zoster  and 
how  the  vaccine  could  change  the  consequences  of  the  disease 


made  by  the  Advisory  Committee  on  Im- 
munization Practices.  (Table  l ) 

Influenza  Vaccine 

The  Advisory  Committee  on  Immuni- 
zation Practices  (ACIP)  to  the  Centers  for 
Disease  Control  and  Prevention  (CDC) 
moved  to  expand  routine  influenza  vaccina- 
tion for  children.  The  age  of  recommended 
vaccination  for  influenza  has  been  changed 
from  6-23  months  to  6  to  59  months  for  this 
season.  ' 

The  new  recommendations  were  based 
on  studies  showing  that  children  in  the  6- 
month  to  5-year  age  group  were  at  risk  for 
requiring  influenza-related  medical  care. 
The  data  also  showed  that  rates  of  medical 


outpatient  visits  for  influenza-related  ill- 
nesses are  high  in  all  childhood  ages  and 
children  24-59  months  with  influenza  are 
nearly  as  likely  to  require  visits  to  healthcare 
providers  and  emergency  rooms  as  children 
younger  than  24  months.  :  Vaccination  of 
children  with  chronic  conditions  of  asthma, 
diabetes,  kidney  disease  or  weakened 
immune  systems  remains  a  strong  recom- 
mendation. 

Annual  influenza 
immunization  of  this 
patient  group  repre- 
sents a  logistical  chal- 
lenge for  pediatric  im- 
munization providers. 
Young  children  require 
two  doses  of  influenza 
vaccine  separated  by 
at  least  4  weeks  the 
first  season  that  they 
are  immunized.  ACIP 
clarified  the  immu- 
nization schedule  for  young  children  who 
received  only  one  dose  of  influenza  vaccine 
in  a  previous  season.  Any  previous  dose  can 
serve  as  the  priming  dose,  and  a  single  dose 
is  required  for  the  current  season.   ' 

The  Advisory  Committee  on  Immuniza- 
tion Practices  also  recommends  immuniza- 
tion of  household  contacts  of  all  members  of 
high  risk  groups.  The  young  children  will 
be  immunized  by  pediatricians  as  well  as 
other  providers.  However,  the  parents  may 
have  less  access  to  immunization  services. 
Immunization  of  the  parents  and  other  adult 
household  contacts  is  a  key  role  for  im- 
munizing pharmacists.  Pharmacists  should 
take  this  responsibility.  Since  this  is  a  new 
recommendation,  pharmacists  must  provide 


Table  1.  New  vaccines  and 
immunization  recommendations 

•  Universal  hepatitis  A  immunization  for 
all  12  month  olds 

•  Second  dose  of  varicella  vaccine  for 
all  children  entering  school  and  older 
children,  adolescents  and  adults  who 
have  received  only  one  dose 

•  Measles-mumps-rubella-varicella 
combination  vaccine  licensed 

•  Quadrivalent  rotavirus  vaccine  li- 
censed and  recommended  for  infants 

•  Expansion  of  influenza  immunization 
recommendation  to  include  children 
aged  6  to  59  months 

•  Herpes  zoster  vaccine  licensed 

•  Human  papillomavirus  vaccine 
licensed  and  recommended  for  girls 
aged  11-12  years  and  females  aged 
13-26  years  who  may  also  benefit 

•  Second  dose  of  mumps  vaccine  rec- 
ommended for  adults  at  high  risk  born 
after  1956 


Table  2.  Groups  for  whom 

influenza  immunization  is 

recommended 

•  Children  aged  6-59  months 

•  Adults  >  50  years 

•  Individuals  with  chronic  health  condi- 
tions— pulmonary,  cardiac,  diabetes, 
renal  dysfunction,  hemoglobinopathies, 
immunodeficiences 

•  Individuals  with  conditions  that  com- 
promise respiratory  function  or  han- 
dling of  respiratory  secretions 

•  Women  who  will  be  pregnant  during 
the  influenza  season 

•  Children  and  adolescents  on  long- 
term  aspirin  therapy 

•  Residents  of  long-term  care  facilities 

•  Household  contacts  or  caregivers  of 
those  listed  above 

•  Health  care  workers 
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education  to  parents  regarding  their  need  for 
immunization.  This  recommendation  adds 
to  the  groups  for  whom  annual  influenza 
immunization  is  already  recommended. 
(Table  2) 

Influenza  Vaccination  for 
Health  Care  Personnel 

The  Healthcare  Infection  Control  Prac- 
tices Advisory  Committee  (HICPAC)  and 
the  ACIP  published  recommendations  on 
the  vaccination  of  health  care  personnel 
against  influenza  in  February  2006. '  These 
recommendations  apply  to  all  health-care 
personnel  that  work  in  acute  care  hospitals, 
nursing  homes  or  skilled  nursing  facilities, 
physician's  offices,  urgent  care  centers,  out- 
patient clinics  and  to  persons  who  provide 
home  health  care  and  emergency  medical 
services.  The  term  health-care  personnel 
is  defined  as  all  paid  and  unpaid  people 
working  in  health-care  settings  who  have 
the  potential  for  exposure  to  infectious 
materials,  including  body  substances,  con- 
taminated medical  supplies  and  equipment, 
contaminated  environmental  surfaces  or 
contaminated  air.''  This  group  includes  es- 
sentially everyone  that  works  or  volunteers 
in  health-care  settings,  whether  or  not  they 
work  in  direct  patient  care  as  everyone 
may  potentially  be  exposed  to  influenza  by 
respiratory  means. 

The  recommendations  from  these  two 
organizations  state  that  every  health-care 
worker  should  be  vaccinated  annually 
against  influenza.  Healthcare  organizations 
are  encouraged  to:  1 )  educate  health-care 
workers  and  volunteers  about  the  benefits 
of  influenza  vaccination  and  the  potential 
health  consequences  of  influenza  illness 
for  themselves  and  their  patients,  the  mode 
of  transmission,  diagnosis  and  treatment 
and  nonvaccine  infection  control  strate- 
gies: 2)  offer  influenza  vaccine  annually  to 
health-care  personnel  to  protect  them,  their 
families,  and  patients  from  influenza  and  to 
decrease  lost  work  days  secondary  to  influ- 
enza and  3)  provide  influenza  vaccination  to 
health-care  personnel  at  work  and  at  no  cost, 
obtain  a  signed  declination  form  from  those 
health-care  workers  who  refuse  influenza 
vaccination,  monitor  influenza  vaccination 
rates  and  provide  feedback  specific  to  units 
to  staff  and  administration  and  to  use  the 
rate  of  influenza  vaccination  among  health- 
care workers  as  a  measure  of  patient  safety 
quality  programs. 

Use  of  either  inactivated  influenza  vac- 
cine or  live,  attenuated  influenza  vaccine 
fLAIV)  is  appropriate  for  vaccination  of 


health-care  personnel.  Table  3  provides  a 
comparison  of  the  vaccine  characteristics 
and  indications  for  use.  One  concern  re- 
garding the  use  of  LAIV  for  vaccination  of 
health-care  personnel  continues  to  be  the 
potential  for  transmitting  vaccine  virus  to 
nonimmune  patients  at  high  risk.  Data  have 
demonstrated  that  children  and  adults  vac- 
cinated with  LAIV  can  shed  vaccine  viruses 
for  >  2  days  after  vaccination,  although  the 
quantity  of  shed  virus  is  less  than  typically 
occurs  with  shedding  of  circulating  influenza 
viruses.1  Talbot  et  al  conducted  a  study  of 
twenty  healthy  vaccinated  adults  between 
the  ages  of  18-49  that  demonstrated  that 
the  majority  of  vaccine  virus  shedding 
occurred  within  the  first  3  days  following 
vaccinations.4  In  one  individual,  vaccine 
virus  shedding  was  detected  at  7  days  after 
vaccination.  No  vaccine  viruses  were  shed 
>  10  days  following  vaccination.  Another 
study  conducted  in  a  day  care  setting  as- 
sessed the  transmissibility  of  vaccine  vi- 
ruses from  people  vaccinated  with  LAIV  to 
those  unvaccinated.^  Ninety-eight  children 


between  the  ages  of  8-36  months  were 
vaccinated  with  LAIV  and  there  were  99 
unvaccinated  control  subjects  that  received 
placebo.  Eighty  percent  of  the  children 
vaccinated  with  LAIV  shed  one  or  more 
virus  strains  with  a  mean  duration  of  viral 
shedding  of  7.6  days.  One  influenza  type  B 
isolate  was  cultured  from  a  control  subject 
and  confirmed  to  be  a  vaccine  virus;  this 
child  exhibited  symptoms  that  were  similar 
to  those  experienced  by  vaccine  recipients. 
The  estimated  probability  of  acquiring  vac- 
cine virus  in  this  patient  population  was 
estimated  by  the  author  to  be  0.6  -  2.4%. 

In  accordance  with  these  new  recom- 
mendations, the  Joint  Commission  on 
Accreditation  of  Healthcare  Organizations 
(JCAHO)  has  announced  a  new  infection 
control  standard  that  requires  organiza- 
tions to  offer  influenza  vaccinations  to 
staff,  volunteers  and  licensed  independent 
practitioners  who  have  close  patient  con- 
tact." Compliance  with  this  standard  will 
be  required  for  accreditation  beginning 
1/1/07  for  critical  access  hospitals,  hospi- 


Table  3.  Live,  Attenuated  Influenza  Vaccine  (LAIV) 
Compared  to  Inactivated  Influenza  Vaccine 


Route  of  administration 


Type  of  vaccine 


Included  influenza  virus  strains 


Virus  strains  updated 


Frequency  of  administration 


Approved  age  range 


Can  be  administered  to  family 
members  or  close  contacts  of 
immunosuppressed  persons 
not  requiring  a  protected 
environment 


Can  be  administered  to  family 
members  or  close  contacts  of 
immunosuppressed  persons 
requiring  a  protected 

environment 


Can  be  administered  to  family 
members  or  close  contacts  of 
people  at  high  risk  but  not 
severely  immunocompromised 


LAIV 


Intranasal  spray 


Live  virus 


3  (2  influenza  A 
strains,  1  influenza 
B  strain) 


Annually 


Annually 


Healthy  persons 
ages  5-49 


Yes 


Inactivated  influenza 
vaccine  preferred 


Yes 


Inactivated 
influenza  vaccine 


Intramuscular  injection 


Kliled  virus 


Annually 


Annually 


Annually 


Persons  >  6 
months  of  age 


Yes 


Yes 


Yes 
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tals  and  long  term  care  facilities.  The  new 
standard  requires  that  these  organizations: 
1 )  establish  an  annual  influenza  vaccina- 
tion program  that  includes  at  least  staff  and 
licensed  practitioners;  2)  provide  access  to 
influenza  vaccination  on  site;  3)  educate  staff 
and  licensed  independent  practitioners  about 
influenza  vaccination;  nonvaccine  infection 
control  measures:  and  the  diagnosis,  trans- 
mission and  impact  of  influenza;  4)  evaluate 
influenza  vaccination  rates  and  reasons  for 
nonparticipation  on  an  annual  basis;  and  5) 
implement  enhancements  to  the  influenza 
vaccination  program  with  the  objective  of 
increasing  participation." 

Herpes  Zoster  Vaccine 

Unlike  other  vaccines  that  prevent  dis- 
ease if  administered  prior  to  exposure  to  the 
pathogen,  the  herpes  zoster  vaccine  prevents 
disease  as  a  result  of  reactivation  of  the  vari- 
cella zoster  virus  in  individuals  who  have 
already  be  infected  and  had  chicken  pox. 

Herpes  Zoster 

Following  the  primary  infection  with 
varicella  zoster  virus  manifested  as  chicken 
pox,  the  virus  remains  latent  in  the  dorsal 
ganglia.  Herpes  zoster,  more  commonly 
known  as  shingles,  occurs  when  varicella 
zoster  virus  replication  reactivates.  Herpes 
zoster  can  occur  at  any  age,  but  the  incidence 
dramatically  increases  with  increasing  age. 
The  rate  of  disease  increases  sharply  begin- 
ning in  the  fifth  decade.  The  disease  rate  in 
individuals  aged  80-89  years  is  1010  per 
100,000  persons  per  year.7  Patients  with  HIV. 
cancer,  or  other  condition  associated  with 
immunosuppression  are  at  increased  risk  for 
disease/  The  development  of  the  disease  is 
associated  with  declining  cellular  immunity 
to  varicella  zoster  virus.1' 

The  clinical  presentation  of  herpes  zoster 
is  usually  a  vesicular  eruption  limited  to  one 
dermatome.  The  most  common  complication 
is  postherpetic  neuralgia  which  is  pain  that 
persists  after  the  skin  lesions  have  healed. 
The  duration  and  severity  of  the  pain  \  anes. 
Postherpetic  neuralgia  can  persist  for  weeks 
to  years.  The  risk  of  postherpetic  neuralgia 
increases  dramatically  with  age.  Virtually 
no  risk  of  developing  postherpetic  neuralgia 
with  herpes  zoster  exists  prior  to  age  50 
years,  and  the  risk  increases  to  50%  to  159c 
after  ages  60  and  75  years  respectively.1"  The 
pain  can  be  so  severe  as  to  limit  activities  of 
daily  living  and  quality  of  life." 

The  Vaccine 

A  vaccine  for  the  prevention  of  heipes 


zoster  and  its  complications  was  licensed 
in  May.  2006.  The  vaccine  contains  19.000 
units  of  Oka/Merck  strain  live  varicella 
zoster  virus.12  Although  the  same  strain  of 
vaccine  virus  is  contained  in  the  childhood 
varicella  vaccines,  the  doses  of  vaccine  virus 
are  dramatically  different,  and  the  vaccines 
are  not  interchangeable. 

The  zoster  vaccine  is  indicated  for  im- 
munocompetent individuals  over  age  60 
years.  Recommendations  by  the  ACIP  for 
its  use  are  pending.  The  vaccine  virus 
is  quite  fragile  so  appropriate  storage  in  a 
freezer  that  can  maintain  temperature  -15°C 
or  colder  is  critical.  A  typical  household 
refrigerator  with  a  separate,  sealed  freezer 
compartment  is  usually  adequate.  The  zoster 
vaccine  must  be  reconstituted  with  the  sup- 
plied diluent  immediately  prior  to  use.  The 
vaccine  is  administered  subcutaneously.': 

A  large,  placebo-controlled,  double- 
blind  clinical  trial  was  used  to  demonstrate 
the  efficacy  of  the  zoster  vaccine  with  about 
19.000  participants  over  60  years  of  age  in 
each  group. "  All  38.000  subjects  were  fol- 
lowed for  the  development  of  heipes  zoster 
for  median  duration  of  3  years.  The  primary 
endpoint  of  the  study  was  the  burden  of 
disease  which  was  defined  as  a  composite 
measure  considering  incidence,  severity  and 
duration  of  herpes  zoster.  The  burden  of 
disease  was  reduced  by  61%  in  the  vaccine 
group.  The  vaccine  decreased  the  incidence 
of  zoster  by  5 1  %  and  the  development  of 
postherpetic  neuralgia  by  67%. 

This  live  vaccine  should  not  be  used  in 
immunocompromised  individuals,  includ- 
ing those  with  HIV  or  malignancies.  The 
vaccine  should  not  be  used  in  individuals 
who  have  an  allergy  to  any  component  of 
the  vaccine  preparation,  pregnant  women, 
or  patients  with  untreated  active  tubercu- 
losis.12 No  evidence  of  transmission  of  the 
live  vaccine  virus  exists,  but  transmission  of 
the  varicella  vaccine  virus  has  been  docu- 
mented. Post-marketing  surveillance  will 
be  used  to  establish  if  the  theoretical  risk  is 
a  small  clinical  problem. 

Limitations 

A  major  limitation  for  the  use  of  this  vac- 
cine is  the  lack  of  safety  and  efficacy  data 
in  individuals  taking  corticosteroids  by  any 
route  or  at  any  dose.  These  individuals  were 
not  included  in  the  clinical  trials. 

The  duration  of  protection  is  unknown, 
but  was  shown  to  be  at  least  4  years  in  the 
clinical  trial."  Future  doses  may  be  required 
for  continued  protection.  The  live  zoster 
vaccine  is  not  indicated  for  the  treatment  of 


heipes  zoster  or  postherpetic  neuralgia. 

The  cost  of  the  vaccine  is  approximately 
$150.  Estimating  cost-effectiveness  of 
this  vaccine  represents  a  challenge.  The 
economic  burden  of  herpes  zoster  could  be 
quite  high.  The  medical  costs  associated 
with  herpes  zoster  are  higher  for  individuals 
older  than  age  65  years,  while  the  societal 
costs  are  greater  when  younger  individuals 
develop  the  disease."  As  a  point  of  com- 
parison, consider  that  a  month  supply  of 
commonly  used  treatment  for  postherpetic 
neuralgia,  gabapentin.  costs  about  $200.  A 
decision  regarding  Medicare  coverage  of 
this  vaccine  has  not  been  made. 

Opportunity  for  Pharmacists 
(Reviewer's  note.  NC  law  does  not  vet  allow 
pharmacists  to  administer  this  vaccine). 

The  live  zoster  vaccine  is  an  important 
advance  in  the  prevention  of  shingles  for  the 
elderly.  Pharmacists  should  be  in  a  position 
to  inform  patients  about  the  availability  of 
this  new  vaccine,  who  may  benefit  from  the 
vaccine,  and  administer  it  to  eligible  pa- 
tients. Consider  adding  this  vaccine  to  your 
immunization  protocol.  The  live  vaccine 
requires  additional  screening  beyond  that 
needed  prior  to  administration  of  influenza 
vaccine  or  pneumococcal  vaccine  to  elderly 
patients.  At  least  until  additional  experience 
is  gained,  immunization  must  be  deferred  for 
patients  taking  steroids  at  any  dose  along 
with  those  with  more  substantial  immu- 
nocompromising conditions.  The  ACIP  is 
expected  to  make  recommendations  for  the 
use  of  this  vaccine.  Their  decision  will  likely 
influence  third  party  payers  and  Medicare 
regarding  zoster  vaccine  coverage. 

Human  Papillomavirus  Infection 

The  human  papillomavirus  (HPV) 
infections  are  the  most  common  sexu- 
ally transmitted  infection  with  the  highest 
prevalence  of  infection  in  sexually  active 
young  adults."  Although  more  than  120 
different  HPV  types  have  been  identified, 
at  least  40  different  types  of  HPV  infect  the 
anogenital  tract.  These  40  different  viruses 
are  grouped  into  low-risk  and  high-risk 
types.  Low-risk  types  can  cause  genital 
warts  and  mild  Pap  test  abnormalities.  The 
low-risk  types  are  relatively  harmless  and 
temporary  and  do  not  increase  the  risk  of 
cervical  cancer.  Thirteen  to  18  types  are 
considered  high-risk,  cause  abnormal  Pap 
tests,  and  may  lead  to  cancer  of  the  cervix, 
vulva,  vagina,  anus,  or  penis.  High  risk  HPV 
infections  are  necessary  but  not  sufficient 
for  the  development  of  cervical  cancer  and 
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for  the  majority  of  other  anogenital  and  oral 
squamous  cell  cancers. 

Most  HPV  infections  are  asymptomatic, 
and  diagnosis  is  not  pursued.  The  conse- 
quences of  human  papillomavirus  infection 
are  diagnosed  primarily  with  Pap  tests,  a 
cancer-screening  procedure  for  cervical 
cancer  or  precancerous  changes  in  the  cer- 
vix.16 Additionally,  there  is  currently  a  test 
available  to  detect  HPV  DNA  in  women 
with  mild  Pap  test  abnormalities  in  women 
greater  than  30  years  of  age.  Because  HPV 
infection  usually  resolves  without  compli- 
cations, routine  screening  to  determine  if 
a  patient  has  been  infected  is  not  recom- 
mended. 

The  Vaccine 

In  June  2006.  Merck's  quadrivalent  HPV 
vaccine  was  licensed  by  the  Food  and  Drug 
Administration,  and  the  ACIP recommended 
its  use  as  a  three  dose  series  for  all  I  1  to  1  2 
year  old  females.  The  vaccine  is  licensed 
for  females  aged  9  to  26  years.  Females 
aged  1 3  to  26  years  may  also  benefit  from 
immunization  and  its  use  in  this  population 
is  recommended.  The  vaccine  series  of  three 
doses  administered  at  0,  2.  and  6  months 
should  be  completed  before  sexual  debut, 
but  those  who  are  sexually  active  may  also 
be  immunized  as  the  vaccine  series  may 
protect  them  from  HPV  types  to  which  they 
have  not  been  exposed.  The  quadrivalent 
vaccine  contains  recombinant  virus-like 
particles  of  the  HPV  capsid  proteins  from 


types  6.  II.  1 6  and  IS.17  Types  6  and  1 1  are 
low  risk  viruses  associated  with  anogenital 
warts.  Types  16  and  IS  cause  approximately 
10c/c  of  cervical  cancers.  A  bivalent  vaccine 
against  types  16  and  IS  being  developed  by 
GlaxoSmithKline  may  be  available  soon. 
Both  of  these  vaccines  induce  high  anti- 
body responses  and  protect  against  cervical 
cell  dysplasia  and  cancer.'8,15  The  vaccines 
have  been  well  tolerated  with  injection  site 
reactions  and  systemic  reactions,  such  as 
headache  and  fatigue,  occurring  as  com- 
monly in  immunized  individuals  as  in  the 
group  receiving  placebo. 

Limitations 

This  effective  vaccine  is  an  important 
advance,  hut  the  need  for  Pap  test  for  cervi- 
cal cancer  screening  remains.  Although  4.? 
years  of  protection  following  the  vaccine 
series  has  been  documented,31  the  need  for 
future  booster  doses  is  not  yet  known.  Also, 
the  usefulness  of  the  vaccine  to  protect  males 
from  HPV  infection  and  anogenital  warts  has 
not  been  fully  evaluated. 

The  HPV  vaccine  costs  $120  per  dose 
so  the  cost  for  the  three  dose  series  totals 
$360  just  for  the  vaccine."'  This  price  tits 
with  economic  analyses  that  have  estimated 
the  amount  of  money  saved  by  dramatically 
fewer  follow  ups  and  treatment  of  abnormal 
Pap  test  results.  However,  these  analyses 
did  not  consider  savings  that  may  be  derived 
from  prevention  non-cervical  HPV  infection 
pathology.21 


Mumps  Outbreak 

A  multistate  outbreak  of  mumps  began 
in  Iowa  in  December  2005.  More  than  2000 
cases  from  1  I  states  have  been  reported. 
Wisconsin  has  had  more  than  500  confirmed 
and  probable  cases  of  mumps  m  2006.  In 
comparison,  fewer  than  300  cases  have  been 
reported  in  the  entire  U.S.  in  each  of  the 
past  5  years.- 

The  clinical  case  definition  of  mumps 
is  an  illness  with  acute  onset  of  unilateral 
or  bilateral  tender,  self-limited  swelling  of 
the  parotid  or  other  salivary  gland,  lasting 
2  or  more  days,  and  without  other  apparent 
cause.  A  confirmed  case  is  laboratory  diag- 
nosed or  meets  the  clinical  case  definition 
and  is  epidemiological^'  linked  to  another 
confirmed  or  probable  case.  A  probable 
case  meets  the  clinical  definition  but  is  not 
laboratory  confirmed  or  linked  to  another 
case.2'  With  the  low  incidence  of  mumps 
over  the  past  several  years,  many  clinicians 
are  not  familiar  with  its  clinical  presenta- 
tion. Additionally,  many  have  speculated 
that  the  clinical  presentation  and  laboratory 
diagnosis  may  be  different  in  a  partially  im- 
munized population. 

The  current  mumps  outbreak  has  dis- 
proportionately affected  college  students. 
Living  in  dormitories  with  close  and  fre- 
quent contact  is  well  known  to  promote 
the  spread  of  mumps  and  respiratory  in- 
fections.'' Regardless,  most  of  the  cases 
reported  thus  far  have  been  in  individuals 
who  were  immunized.    Although  waning 


Figure  1.  Major  Developments  in  Childhood  Vaccination  Policy 

Changes  in  the  childhood  immunization  schedule  over  time.  Note  the  increased  rate  of  change  over  the  past  decade. 


MCV4  and  TdaP  for  adolescents 
Universal  Hepatitis  A 


Rotavirus 

HPV 

Influenza  6-59  months 

Varicella — 2nd  dose 


HepA  based  on  geography 
Pneumococcal  conjugate 
IPV  I 


1975 


1980 


1985 


1990 


1995 


2000    2005 


2010 


2015 


North  Carolina  Pharmacist.   Fall    2006    9 


immunity  following  mumps  immunization 
is  a  hypothesis  that  is  being  investigated,  the 
effectiveness  of  a  single  dose  of  mumps  vac- 
cine is  less  than  809r  with  improvement  up 
to  about  90%  with  a  second  dose.2425  Even 
so.  the  case  count  shows  most  people  who 
have  mumps  were  immunized.  Counting 
cases  without  considering  the  denominator 
is  misleading.  (Figure  2) 

Universal  mumps  immunization  has 
been  recommended  since  1977  for  all  in- 
dividuals born  on  or  after  January  1.  1957 
for  nearly  20  years.  In  May  2006.  the  ACIP 
redefined  evidence  of  mumps  immunity 
to  include  two  doses  of  a  mumps  contain- 
ing vaccine  for  school-aged  children  and 
adults  at  high  risk.  Adults  at  high  risk  are 
those  who  work  in  health  care,  international 
travelers,  and  students  at  post-high  school 
educational  institutions.1"  These  recom- 
mendations specifically  target  those  at  risk 
populations  in  the  current  outbreak.  This 
document  also  recommends  immunization 
of  healthcare  workers  born  prior  to  1957 
without  other  evidence  of  immunity  during 
outbreaks.  Many  individuals  received  two 
doses  of  a  mumps-containing  vaccine  as 
part  of  complying  with  the  recommenda- 
tion for  two  doses  of  a  measles-containing 
vaccine.2" 

Pertussis 

Pertussis  (whooping  cough)  is  a  highly 
contagious  bacterial  disease  that  affects  the 
respiratory  tract.  Caused  by  the  bacterium 
Bordatella  pertussis,  the  disease  is  one  of 
the  most  common  childhood  diseases.  Be- 
fore the  availability  of  pertussis  containing 
vaccines  in  the  1940's.  more  than  200.000 
cases  of  pertussis  were  reported  annually. r 
Since  widespread,  routine  use  of  the  vac- 
cine was  initiated,  incidence  has  decreased 
dramatically.  In  2004  however,  there  was 
a  major  outbreak  of  pertussis  in  Wisconsin 


and  elsewhere  in  the  United  States. 

The  Disease 

Pertussis  is  spread  easily  by  contact  with 
respiratory  droplets  from  an  infected  person 
through  coughing.  Exposure  is  usually  the 
result  of  face-to-face  contact  and  household 
spread  is  common.  It  initially  presents  with 
cold-like  symptoms  in  its  early  stage.  Pa- 
tients develop  a  cough  that  progressively 
becomes  worse  in  the  next  stage  of  disease. 
The  patient  characteristically  experiences 
bursts,  or  paroxysms,  of  numerous,  rapid 
coughs,  making  it  difficult  to  catch  their 
breath.  At  the  end  of  the  paroxysm,  a  long 
inspiratory  effort  is  usually  accompanied 
by  a  characteristic  high-pitched  "whoop". 
Pertussis  is  most  contagious  in  the  early 
stage  of  the  disease,  can  infect  people  of 
all  ages,  but  is  most  serious  in  infants  and 
young  children. 

Pertussis  can  be  prevented  with  routine 
immunization  of  infants  and  children  with 
vaccination  with  an  acellular  pertussis 
containing  vaccine.  Vaccination  is  recom- 
mended at  2.  4.  6.  and  15-18  months  of  age 
with  a  booster  at  4-6  years  of  age.  Pertussis 
is  not  available  in  a  single  antigen  vaccine: 
rather  it  is  only  available  in  combination 
with  diphtheria  and  tetanus  vaccine  (DTaP). 
The  effectiveness  of  the  vaccine  in  children 
who  have  received  at  least  3  doses  is  esti- 
mated to  be  80^. :~ 

Since  the  1 980"s.  the  number  of  reported 
cases  of  pertussis  has  been  increasing, 
especially  among  adults  and  adolescents. :s 
This  is  due  in  part,  to  better  reporting  of 
this  communicable  disease  to  state/federal 
health  agencies.  But  an  important  reason 
for  the  pertussis  outbreak  in  2004  and  for 
continued  circulation  of  the  disease  is  that 
immunity  to  pertussis  wanes  approximately 
5-10  years  after  completion  of  the  childhood 
vaccination  series. :s 


The  Vaccine 

In  the  spring  of  2005.  two  pharmaceu- 
tical manufacturers  introduced  a  tetanus 
toxoid/reduced  diphtheria  toxoid/acellular 
pertussis  vaccine  (Tdap).  Boostrix'.  from 
GlaxoSmithKline,  is  licensed  by  the  FDA 
for  use  in  children  between  the  ages  of  10 
and  18.  Adacel".  manufactured  by  sanofi 
pasteur.  is  licensed  by  the  FDA  for  use  in 
those  age  1 1  and  older.  The  vaccines  are 
similar  to  the  products  used  in  the  primary 
childhood  vaccine  series,  except  that  they 
contain  reduced  content  of  diphtheria  toxoid 
and  pertussis  antigens.  These  vaccines  were 
approv  ed  by  the  FDA  on  the  basis  of  clinical 
trials  that  demonstrated  their  noninferiority 
to  the  previously  licensed  tetanus/diphtheria 
or  DTaP.:" '"' 

Use  in  Adolescents 

The  CDC  published  recommendations 
for  the  routine  vaccination  of  adolescents 
in  March  2006.:s  The  recommendation  is  to 
incorporate  Tdap  into  the  routine  immuniza- 
tion schedule,  with  administration  between 
11-18  years  of  age;  a  single  dose  of  Tdap 
as  a  booster  should  be  given,  ideally  at  11- 
1 2  years  of  age.  If  an  adolescent  received 
a  dose  of  tetanus/diphtheria  vaccine  (Td)  at 
11-12  years  of  age.  a  single  dose  of  Tdap 
is  recommended  at  a  later  date;  an  interval 
of  at  least  5  years  between  Td  and  Tdap  is 
recommended  to  reduce  the  risk  of  adverse 
reactions.  The  recommended  dose  is  0.5  mL 
intramuscularly,  preferably  into  the  deltoid 
muscle.  Either  Tdap  product  can  be  used 
(Boostrix"  orAdacel®). 

Use  in  Adults  Ages  19-64 

There  are  provisional  recommendations 
from  the  ACIP  for  the  recommended  routine 
use  of  a  single  dose  of  Tdap  for  adults  1 9-64 
years  of  age  to  replace  a  booster  dose  of  Td." 
These  recommendations  are  under  review  by 
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Mumps  immunization  paradox.  More  cases  of  mumps  occurred  among  the  immunized  children-  However,  the  infection  rate  is  dra- 
matically higher  among  the  unimmunized  individuals  and  the  individuals  who  received  only  one  dose  of  mumps-containing  vaccine. 
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the  CDC  and  the  Department  of  Health  and 
Human  Services,  and  will  become  official 
when  published  in  the  CDC's  Morbidity  unci 
Mortality  Weekly  Report  (MMWR).  Some 
healthcare  organizations  have  decided  to 
implement  the  recommendations  already. 
The  provisional  recommendations  for  a 
single  dose  of  Tdap  in  adults  are  outlined 
in  Table  4, 

Limitations 

Contraindications  to  administration  of 
Tdap  for  cither  adolescents  or  adults  include 
history  of  serious  allergic  reaction  to  vaccine 
components  or  a  history  of  encephalopathy 
not  attributable  to  another  identifiable  cause 
within  7  days  following  administration  of 
a  pertussis-containing  vaccine.30-32  Other 
precautions  and  reasons  to  defer  vaccina- 
tion with  Tdap  include:  1  I  Guillain-Barre 
Syndrome  <  6  weeks  after  a  previous  dose 
of  a  tetanus-toxoid  containing  vaccine; 
2 1  moderate  to  severe  illness;  3)  unstable 
neurological  condition;  or  4)  history  of  an 
Arthrus  hypersensitivity  reaction  to  a  tetanus 
toxoid-containing  vaccine  administered  <  1 0 
years  previously.30,3 

No  studies  have  been  conducted  in- 
volving subjects  age  65  or  older,  so  Tdap 
should  not  be  used  in  these  patients;  Td 
should  be  administered.  Pregnancy  is  not  a 
contraindication  for  vaccination  with  Tdap. 


however  its  use  is  still  under  consideration 
by  AC  I  P. 

Opportunities  for  Pharmacists 
(Reviewer's  note.  NC  law  does  not  vet  allow 
pharmacists  to  administer  this  vaccine). 
Pharmacists  should  be  in  a  position  to  in- 
form patients  about  the  availability  of  this 
new  vaccine,  who  may  benefit  from  the  vac- 
cine, and  administer  it  to  eligible  patients. 
Consider  adding  this  vaccine  to  your  im- 
munization protocol.  It  will  be  important 
to  have  a  somewhat  reliable  vaccination 
history  from  the  patient  in  order  to  ascer- 
tain whether  Tdap  should  be  administered 
or  not.  It  will  also  be  important  to  provide 
the  patient  and/or  primary  care  provider 
with  a  record  of  Tdap  administration  and 
reporting  to  the  state  immunization  regis- 
try Wisconsin  Immunization  Registry  is 
encouraged  to  ensure  complete  vaccination 
records  for  patients.  At  present,  there  are 
no  third  party  insurers  that  will  reimburse 
pharmacists  for  administration  of  this  vac- 
cine; patients  would  need  to  pay  cash. 

Rotavirus 

According  to  the  Centers  for  Disease 
Control  and  Prevention  (CDC),  rotavirus 
is  the  leading  cause  of  severe  diarrhea  in 
infants  and  young  children  in  the  United 
States  and  is  responsible  for  more  than 


Table  4.  Provisional  recommendations  for  Tdap  in  adults  age  19-64 


Routine 


Adult  contacts 
of  infants 
<  12  of  months 
of  age 


Health-care 
as  personnel 


Women 


Tetanus 
prophylaxis  in 
wound 
management 


Administer  single  dose  of  Tdap  to  replace  a  single  dose  of  Td  if  the 
last  dose  of  tetanus  toxoid-containing  vaccine  was  given  >  10 
years  ago 


Adults  who  have  or  who  anticipate  having  close  contact  with  an  infant 
<  12  months  of  age  (eg  parents,  caregivers,  grandparents  <65  years 
age)  should  receive  a  single  dose  of  Tdap.  Ideally  it  should  be  2  years 
or  more  since  the  last  dose  of  tetanus  toxoid-containing  vaccine 
was  given    Tdap  should  be  given  at  least  one  month  before  contact 
with  infant  if  possible. 


Health-care  personnel  should  receive  a  single  dose  of  Tdap  as  soon 
as  possible  if  they  have  not  received  Tdap  previously.  Priority  should 
be  given  to  those  with  direct  contact  with  infants  <  12  months  of  age 
Ideally  it  should  be  2  years  or  more  since  the  last  dose  of  tetanus 
toxoid-containing  vaccine  was  given.  Hospitals  and  ambulatory  care 
facilities  should  provide  Tdap  for  health-care  personnel  and  provide 
the  vaccine  at  no  charge 


Any  woman  who  might  become  pregnant  is  encouraged  to  receive  a 
single  dose  of  Tdap.  Pregnant  women  should  be  vaccinated  in  the 
immediate  post-partum  period  with  Tdap  if  they  have  not  previously 
received  the  vaccine 


Adults  who  need  a  tetanus  toxoid-containing  vaccine  as  part  of 
wound  management  should  receive  Tdap  instead  of  Td  if  they  have 
not  received  Tdap  previously. 


'•>()().()()()  emergency  room  and  outpatient 
visits,  more  than  50.000  hospitalizations, 
and  between  20  and  60  deaths  a  year."  The 
infection  leads  to  an  estimated  $l  billion  in 
health  care  costs  and  lost  productivity  each 
year.  In  the  United  States,  the  rotavirus 
gastroenteritis  occurs  in  a  seasonal  pattern, 
with  annual  epidemics  occurring  from  No- 
vember to  April." 

In  1998,  the  Food  and  Drug  Admin- 
istration (FDA)  approved  a  different  live 
rotavirus  vaccine  (Rotashield  -  Wyeth) 
that  was  later  withdrawn  from  the  market 
less  than  1  year  later  due  to  its  association 
with  an  increased  risk  for  the  development 
of  intussusception. ,J  Intussusception  occurs 
spontaneously  in  approximately  1  in  2.000 
healthy  infants  each  year  but  was  occurring 
at  an  increase  rate  during  the  first  two  weeks 
following  vaccination  with  Rotashield",  at 
an  estimated  rate  of  1  incident  per  10,000 
vaccine  recipients.14 

The  Vaccine 

On  February  3,  2006.  the  FDA  approved 
RotaTeq'9,  a  live,  oral  vaccine  for  use  in  pre- 
venting rotavirus  gastroenteritis  in  infants 
and  children  when  caused  by  the  serotypes 
Gl.  G2,  G3.  and  G4.3?  This  is  the  only 
rotavirus  vaccine  currently  approved  by  the 
FDA,  Another  new  rotavirus  vaccine  is  in 
development  (Rotarix™-  GlaxoSmithKline) 
but  is  not  yet  FDA-approved.  On  February 
21.  2006.  the  Advisory  Committee  on  Im- 
munization Practices  voted  to  recommend 
the  vaccine  for  routine  administration  to 
infants  as  a  three-dose  series,  to  be  given  at 
two,  four  and  six  months  of  age.  For  details 
on  the  clinical  trials  involving  the  use  of  the 
rotavirus  vaccine,  see  the  May/June  issue 
of  JPSW.  No  increased  rate  of  intussuscep- 
tion related  to  vaccine  administration  was 
demonstrated  in  clinical  trials.  The  recom- 
mended dose  consists  ol  a  series  ol  three 
ready-to-use  2-mL  liquid  doses  of  rotavirus 
vaccine  administered  orally  starting  at  6  to 
1 2  weeks  of  age.  with  the  subsequent  doses 
administered  at  4-  to  10-  week  intervals. 
RotaTeq  "  is  available  in  either  packages  of  1 
individually  pouched  2-mL  single-dose  tube 
or  as  a  package  of  10  individually  pouched 
2-mL  single-dose  tubes.  The  vaccine  should 
be  stored  and  transported  at  2-ScC  (36-46°F) 
and  protected  from  light.  Rotavirus  vaccine 
should  be  administered  as  soon  as  possible 
after  being  removed  from  refrigeration. 
Rotavirus  vaccine  and  its  packaging  should 
be  discarded  in  approved  biological  waste 
containers.'"' 
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Conclusion 

It  is  important  that  pharmacists,  es- 
pecially those  who  have  completed  the 
training  to  immunize  patients,  are  aware  of 
an\  changes  in  recommendations  for  im- 
munization. This  article  discusses  many  of 
the  recent  changes  to  the  adult  and  pediatric 
immunization  schedule  and  recommenda- 
tions made  in  the  last  year.  A  more  thorough 
discussion  of  issues  related  to  vaccination 
with  the  new  vaccines  can  be  found  on  the 
CDC  website  at  www.cdc.gov/nip  and  ad- 
ditional information  can  also  be  found  on 
the  Immunization  Action  Coalition  website 
at  wuw.immunize.org. 
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I /^n  Continuing  Education 
IEEI  Credit  Information 

The  Pharmacy  Society  of  Wisconsin  is  accredited 
by  the  Accreditation  Council  for  Pharmacy  Educa- 
tion as  a  provider  of  continuing  pharmacy  education. 
ACPE  approved  continuing  education  credit  can  be 
earned  by  circling  the  appropriate  letters  and  send- 
ing the  completed  answer  from  to  PSW.  701  Heart- 
land Trail.  Madison.  \\  I  53717  Participants  receiv- 
ing a  score  of  70%  or  better  will  receive  by  mail  a 
statement  acknowledging  1.25  hours  (0.125  CEUsI 
of  continuing  education  credit  within  4  to  6  weeks. 
There  is  a  S5  fee  for  PSW  members  and  a  $10  fee  for 
nonmembers  to  cover  administrative  costs  for  each 
exam  submitted.  This  continuing  education  credit  is 
available  at  no  charge  to  PSW  member  technicians. 
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Immunization  Update 

Self  assessment  Questions 
Answer  form  on  page  12 

1.  For  which  of  the  following  individuals  is  annual  influenza  immu- 
nization not  a  strong  recommendation  by  the  Ad\  isory  Committee  on 
immunization  Practices'? 

a)  A  52  year  old  accountant  who  is  healthy  and  lives  with  his 
healthy  4S  year  old  wife  who  works  as  a  civil  engineer 

b)  A  healthy  1 2  year  old  female  who  lives  with  her  parents 
aged  38  and  68  year  old  grandmother 

c)  A  healthy  3  year  old  who  lives  with  his  healthy  parents 
aged  27  and  28. 

d)  A  2  month  old  healthy  infant  who  lives  with  his  healthy 
parents  aged  27  and  28. 

2.  For  which  of  the  following  individuals  is  the  zoster  vaccine  rec- 
ommended'' 

a)  A  68  year  old  male  with  COPD  managed  w  ith  prednisone  5 
mg  daily  and  tiotropium  daily 

b)  A  52  year  old  female  who  received  a  cadaveric  kidney 
transplant  6  months  ago 

c)  A  54  year  old  male  who  is  waiting  for  a  liver  transplant 

d)  A  72  year  old  female  with  hypertension  and  angina  man- 
aged with  lisinopril  5  mg  daily  and  atenolol  50  mg  daily 

3.  Which  of  the  following  accurately  describes  the  herpes  /oster 
pathological  process? 

a)  Primary  infection  with  herpes  simplex  virus 

hi  Reactivation  of  influenza  virus 

cl  Secondary  infection  with  chickenpox 

dl  Reactivation  of  varicella  /oster  virus 

4.  Which  of  the  following  describes  the  zoster  vaccine? 

a)  Live  attenuated  varicella  vaccine  virus 

bl  Inactivated  herpes  zoster 

c)  Live  herpes  zoster  virus 

d)  Inactivated  varicella  vaccine  virus 

5.  Which  of  the  following  is  an  important  patient  education  point 
prior  to  administration  of  human  papillomas  ii  us  vaccine' 

a)      All  children  aged  1 1 -12  should  receive  this  vaccine  series 
h)      Immunization  will  eliminate  the  need  for  pap  tests 
c)      Immunization  is  effective  to  decrease  the  incidence  of 

cervical  cancer  and  cervical  cell  dysplasia 
dl      Immunization  is  recommended  for  all  adult  females 

6.  Which  of  the  following  describes  how  the  quadrivalent  human 
papillomavirus  vaccine  should  be  administered? 

a)  Intramuscularly  on  a  0  and  6  month  schedule 

b)  Annually,  subcutaneously 

c)  Two  doses  administered  subcutaneously  four  months  apart 
with  booster  doses  every  live  years 

di      Intramuscularly  on  a  0.  2.  and  6  month  schedule 

7.  Which  of  the  following  describes  the  epidemiology  of  the  2006 
mumps  outbreak'.' 

a)  Infection  occurred  at  a  higher  rate  in  immunized  individu- 
als 

b)  Immunization  was  ineffective  in  preventing  infection 

c)  Large  numbers  of  unimmunized  college  students  were 
responsible  for  continuation  of  the  outbreak  on  college 
campuses 


d)     One  dose  of  a  mumps-containing  vaccine  was  less  effective 
than  two  doses 

8.  Which  of  the  following  is  the  current  recommendation  lor  mumps 
immunization  among  health  care  workers? 

a)  Two  doses  of  mumps-containing  vaccine  for  all  health  care- 
workers  horn  after  1 956 

b)  Two  doses  of  mumps-containing  vaccine  for  all  health  care 
workers 

c)  Immunize  only  those  health  care  workers  who  cannot  pro- 
vide a  personal  history  of  mumps  infection 

d)  A  single  dose  of  mumps-containing  vaccine  for  all  health 
care  workers  who  were  born  since  1977 

9.  Which  of  the  following  statements  is  not  true? 

ai      All  individuals  who  work  in  health-care,  whether  paid  or 
unpaid,  should  receive  an  annual  influenza  vaccination. 

b)  JCAHO  is  requiring  all  hospitals  and  long  term  care  facili- 
ties establish  an  annual  influenza  vaccinatin  program  for 
accreditation  purposes. 

c)  Live,  attenuated  influenza  vaccine  or  inactivated  influenza 
vaccine  may  be  administered  to  health-care  personnel  who 
have  contact  with  immunocompromised  patients  requiring 
a  protective  environment. 

d)  Both  the  CDC  and  the  JCAHO  recommend  education  of 
health-care  personnel  on  diagnosis  and  transmission  of 
influenza,  along  with  education  on  nonvaccine  infection 
control  measures. 

10.  What  age  group  is  at  highest  risk  for  pertussis-related  complica- 
tions? 

a)  Infants  <  12  months  of  age 

b)  Adolescents  between  1 1  - 1 8  years  of  age 

c)  Adults  between  1 9-64  years  of  age 

d)  Adults  age  65  and  older 

1 1.  Which  of  the  following  statements  is  false  concerning  the  two 
Tdap  vaccines  licensed  for  use  in  the  United  States' 

a)  Both  vaccines  contain  tetanus  toxoid. 

b)  Both  vaccines  contain  diphtheria  toxoid. 

c)  The  vaccines  are  approved  for  the  same  age  group  and  thus 
are  interchangeable. 

d)  Both  vaccines  are  approved  as  a  single  booster  dose. 

12.  Which  of  the  following  describes  how  the  rotavirus  vaccine  (Ro- 
tateq ")  should  be  administered? 

a)      Orally,  as  three  dose  series,  to  be  given  at  two.  four  and  six 

months  of  age. 
bl      Intramuscularly,  as  three  dose  series,  to  be  given  at  two, 

four  and  six  months  of  age. 

c)  Orally,  as  three  dose  series,  to  be  given  at  ages  two.  four 
and  six  years  of  age. 

d)  Orally,  as  three  dose  series,  to  be  given  every  four  weeks 
beginning  at  birth. 

13.  How  do  you  rate  this  lesson.' 

a)  Very  good  biGood         c)  Poor 

14.  Did  it  meet  the  learning  objectives'? 

a)  Yes  b)No 

15.  How  long  did  it  take  you  to  complete  this  lesson? 
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Safety  Solutions 


Putting  a  "Face"  to  Medication  Safety  in  North  Carolina 


Pharmacy's  history  is  replete  with  examples  of  how  practice 
needs,  patient  care  needs  and  political  currents  have  driven  the 
emergence  of  special  identities  within  the  profession  of  Pharmacy. 
In  more  recent  times,  perhaps  in  the  late  1950s,  the  "clinical  phar- 
macist" was  born  from  the  ranks  of  everyday  practitioners.  In  the 
1960s  the  "drug  information  pharmacists"  began  their  search  for 
recognition.  In  the  1970s  and  1980s  pharmacokineticists  were  cal- 
culating their  contributions  to  better  care  and  TPN  specialists  were 
formulating  their  legacy  to  improved  outcomes.  In  the  1990s  health- 

care  experienced  a  wave 
by  John  M.  Kessler,  PharmD,  BCPS  .         .....  , 

Acute  Care  Practice  Forum,  Chair-elect      ot  specialists  from  nearly 

every  sub-discipline  in 
the  profession  -  informatics,  investigational  drug  specialists,  and 
pharmacoeconomics,  to  name  just  a  few.  Pharmacists  in  each  of 
these  now  widely  recognized  roles,  were  instrumental  in  leading  the 
profession  to  higher  practice  standards,  safer  patient  care,  improved 
clinical  outcomes,  and  enhanced  working  relationships  with  our 
colleagues  in  medicine  and  nursing. 

I  believe  that  our  present  decade  will  be  remembered  for  solidify- 
ing the  role  of  the  Medication  Safety  Officer  (MSOl  in  acute  care, 
long-term  care,  and  ambulatory  care  practice.  This  is  NOT  an  acute 
care  only  vision.  It's  understandable  that  some,  within  and  outside 
Pharmacy,  may  not  share  this  same  perspective,  so  I  would  like  to 
briefly  examine  the  supporting  evidence  and  the  need. 

1 .  Pharmacy  has  a  long  history  of  building  safe  medication  prac- 
tices and  systems.  The  culture  of  pharmacy  embraces  "doing  what 
is  right"  for  the  patient  and  speaking  out  against  unsafe  practices, 
medications  and  traditions.  In  short,  pharmacists  create  safety. 

2.  Pharmacists  are  demonstrated  leaders  in  prospective  risk 
analyses  (e.g.  healthcare  failure  mode  effects  analysis  -  HFMEA). 
retrospective  error  analyses  (e.g.  root  cause  teams),  and  systems 
analysis  of  the  medication  use  process. 

3.  Pharmacy  directors  are  identifying  and  appointing  medica- 
tion safety  specialists  from  within  their  existing  staff.  While  these 
positions  may  begin  as  a  part-time  activity  assigned  to  a  manager 
or  supervisor,  over  time,  the  need  for  a  dedicated  full-time  position 
emerges. 

4.  Professional  organizations  such  as  ASHP  are  soliciting  in- 
formation about  designated  MSO  positions  and  MSO  job  descrip- 
tions. 

5.  Interdisciplinary  reports  such  as  the  2006  Institute  of  Medicine 
report1  specifically  advocate  for  the  development  of  the  MSO.  Phar- 
macy managers  are  called  to  ( 1 )  designate  a  medication  safety  officer 
with  responsibility  for  improving  the  safety  of  prescription-filling 
processes  (ambulatory  care  practice)  and  advocate  for  a  medication 
safety  officer  with  responsibility  for  improving  medication  safety 
throughout  the  hospital  (acute  care). 

6.  NCAPs  Quality  and  Safety  Task  Force  Report2  concluded  that 
( 1 )  there  is  a  sense  of  urgency  and  seriousness  to  improve  the  qual- 
ity and  safety  of  medication  use  and  (2)  North  Carolina  mirrors  the 
national  scene,  with  too  many  opportunities  yet  too  few  resources 
to  address  the  entire  quality  and  safety  problem.  In  my  opinion, 
what  might  be  needed  is  an  agenda  that  creates  a  "tipping  point" 
for  medication  safety  in  the  state. 


What  are  the  immediate  challenges  and  opportunities  facing 
the  MSO? 

1 .  By  the  numbers,  MSOs  have  not  reached  a  "critical  mass." 
Full  time  positions  are  relatively  uncommon.  Existing  positions 
must  often  split  their  time  among  several  responsibilities.  The 
"business  case"  for  the  MSO  is  still  developing,  yet  quality  and 
safety  initiatives  such  as  Six  Sigma  (a  QA  method  that  requires 
measurable  financial  endpoints)  will  most  likely  prove  a  positive 
return  on  investment. 

2.  There  are  limited  networking  and  development  opportunities 
for  established  or  aspiring  MSOs.  Pharmacy  organizations  at  the 
state  and  national  level  should  create  new  forums  to  facilitate  the 
communication  and  collaboration  between  MSOs,  much  in  the  way 
that  Special  Interest  Groups  did  to  support  ASHP  members  over  the 
last  several  decades. 

3.  There  are  private  consortia  that  have  networking  groups  for 
medication  safety  officer  members,  yet  these  opportunities  include 
only  a  fraction  of  health-systems  and  pharmacies. 

4.  At  this  time,  there  are  no  widely  recognized  standards  for 
training,  no  minimum  competencies,  and  no  scope  of  practice  for 
the  MSO.  In  the  early  1980s  drug  information  (DI)  specialists  con- 
vened meetings  to  develop  standards  for  DI  centers  and  DI  specialty 
residency  programs.  Currently,  pharmacists  are  organizing  practice 
standards  and  residency  requirements  for  Pharmacy  Informatics 
specialists.  Similar  opportunities  are  available  for  advancing  the 
role  of  the  MSO. 

5.  Empiric  evidence  demonstrates  the  value  of  designating  a 
"face"  for  medication  safety  while  simultaneously  linking  safety 
to  everyone's  job.  These  are  complementary  goals. 

6.  Since  1 990,  ASHP  has  been  deliberating  over  the  MSO  model 
and  in  2001  they  launched  the  MSO  Initiative.  A  task  analysis  has 
identified  the  critical  functions  and  the  framework  for  the  role  of 
an  MSO'. 

7.  The  MSO  role  readily  complements  the  ranks  of  existing 
safety  officers.  Healthcare  has  recently  embraced  the  recent  role  of 
the  Patient  Safety  Officer  and  there  are  years  of  experience  with  other 
safety  officers  in  Radiation  Safety.  Biological  Safety.  Environmental 
Safety  and  Device  Safety.  Building  upon  these  experiences  is  an 
expedient  way  to  position  the  MSO  for  maximum  effectiveness. 

The  author  Malcolm  Gladwell  reminds  us  how  little  things  can 
make  a  big  difference4.  The  "tipping  point"  for  medication  safety 
just  might  begin  with  a  small  group  of  MSOs  sharing  their  vision 
and  working  with  NCAP  to  create  a  "face"  for  medication  safety  to 
the  public  and  a  "voice"  for  a  medication  safety  in  acute,  long-term 
and  community-based  pharmacy  practices  in  North  Carolina. 
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At  Mutual  Drug,  we  believe  every  store  counts... 
Your  success  is  imperative  to  our  success.  We  offer 
you  the  power,  programs  and  services  dedicated  to 
store  growth  and  customer  satisfaction. 

We  treat  every  store  equally  in  terms  of  price  and 
service.  Today,  it  is  easier  than  ever  to  become  a 
Mutual  member/owner.  Just  call  1-800-800-8551 
to  learn  more  information  about  joining  Mutual  Drug. 
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Over  650  pharmacy  professionals  at- 
tended the  2006  NCAP  Convention  held 
October  22-24  at  the  Sheraton  Imperial 
Hotel  in  RTP,  NC.  More  than  70  exhibi- 
tors filled  the  ballroom  and  a  Residency 
Showcase  was  held  Monday  afternoon. 
Hypnotist  Kevin  Lepine  entertained  the 
audience  and  kept  them  laughing  at  the 
Annual  Awards  Banquet. 

Beth  Williams  was  installed  as  NCAP's 
2007  President  and  John  Kessler  was 
installed  as  Chair  of  the  2007  Acute 
Care  Practice  Forum. 

Board  member  Leigh  Foushee  was 
unable  to  attend  (congratulations  on 
your  new  daughter)  but  was  awarded 
the  Pharmacist  Mutual  Companies  Dis- 
tinguished Young  Pharmacist  Award. 


Outstanding  Pharmacists  Recognized 


Peggy  Eckel  arranges  flowers  for  the  Rite  of  Roses 
as  Fred  Eckel  reads  the  names  of  members  who 
have  died  since  last  year's  Convention. 


Mike  James  receives  the  Bowl  of  Hygeia  Award 
from  Tommy  Suter.  State  Government  Affairs 
Director  with  Wyelh  Phamaceuticals. 


Mike  James  presents  the  Excellence  in  Government 
Award  to  Rep.  Edd  Nye  who  has  helped  advance 
pharmacy  in  North  Carolina. 


Gina  Upchurch  receives  the  Don  Blanton  Award,  for 
her  contributions  to  the  advancement  of  pharmacy 
in  North  Carolina,  from  Dennis  Williams. 


John  Kessler  receives  the  Elan  Biopharmaceuticals 
Innovative  Pharmacy  Practice  Award  from  company 
representative  Eric  Davis. 


NCAP  President  Dennis  Williams  receives  the 
NCAP  President  s  Award  from  past  president 
Davie  Waggert. 


Incoming  President  Beth  Williams  receives  the 
National  Community  Pharmacists  Association 
Pharmacy  Leadership  Award  from  Whit  Moose. 


Dennis  Williams  receives  the  Briston  Myers  Squibb 
Leadership  Award  from  company  representative 
Tnsh  Putnam. 


Get  Ready  for  NCAP's  2007  Meetings: 

Community  Care  Practice  Forum,  Feb.  18-19    •    Chronic  Care  Practice  Forum,  March  29-30 
Acute  Care  Practice  Forum,  April  23-25    •    NCAP  Annuo!  Convention,  Oct.  28-30 
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While  under  hypnosis.  Amber  Watts  clutches  "$1 00 
bills"  and  preforms  for  the  crowd  at  the  Awards 
Banquet  believing  she  is  Britney  Spears. 


Lori  Cahall  receives  the  UNC  Community  Pharmacy 
Preceptor  of  the  Year  Award  from  Kim  Leadon. 


Randall  Absher  receives  the  UNC  Hospital 
Pharmacy  Preceptor  of  the  Year  Award  from  Kim 
Leadon. 


Beth  Williams  receives  the  McKesson  Leadership 
Award  from  company  representative  Curt  Sell. 


The  Awards  Banquet 
included  entertainment 
that  had  the  audience 
laughing  and  cheering. 
Comedian  Hypnotist 
Kevin  Lepine  had  Emily 
Wilson  convinced  the 
bottle  of  water  she  drank 
was  the  worst  thing  shed 
ever  tasted.  The  water 
later  became  "liquor" 
and  before  the  night 
was  through.  Emily  and 
friends  preformed  for  the 
audience  believing  they 
were  members  of  The 
Village  People. 


Randall  B.  Shafer  receives  the  Campbell 
University  School  of  Pharmacy  Preceptor  of  the 
Year  Award  from  Nicole  Emswiler. 


Carl  Meroney  was  inducted  into  NCAP's  Fifty  Plus 
Club  for  serving  50  years  as  a  licensed  pharmacist. 

Fifty  Plus  Club  Inductees  for  2006 

Dallas  Lee  Ammons.  Salisbury.  NC 
John  Warren  Andrews.  Winston-Salem.  NC 
Charles  Mason  Barnett.  Henderson.  NC 
William  Carol  Bias.  Wadesboro,  NC 
Lester  Jerry  Fisher.  Clinton.  NC 
India  Bnnkley  Hood.  Richlands.  NC 
William  Herbert  Kauffman.  Asheville.  NC 


Robert  Lewis  was  inducted  into  NCAP's  Fifty  Plus 
Club  for  serving  50  years  as  a  licensed  pharmacist. 

Hampton  Ford  Langdon.  Kernersville,  NC 
Robert  Luther  Lewis,  Charlotte.  NC 
Carl  Porter  Meroney.  Columbus.  NC 
Barbara  Adams  Norris,  Mt.  Olive.  NC 
Jesse  Edward  Oxendine,  Charlotte,  NC 
Jerry  Delano  Rhoades,  Sr..  Southern  Pines 
Fred  Lee  Shernll.  Jr..  Conover.  NC 
William  Darle  Shouse.  King.  NC 
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Convention  Exhibitors 

Airclesn  Systtems 

American  Pharmaceutical  Partners 

Ameripnse  Financial 

Amensource  Bergen 

Amgen 

Baxter  Healthcare 

Bedford  Laboratories 

Boehringer  Ingelheim 

Cameron  and  Company 

Cardinal  Health 

Diversified  Imaging 

Elan  Pharmaceuticals 

Eli  Lilly  and  Company 

First  Genesis  of  Virginia 

Gilead  Sciences,  Inc. 

GlaxoSmithKline 

Grifols 

Healthcare  Computer  Corporation 

H  S  H  Wholesale  Services 

Hire  Dynamics  RX 

Lexi-Comp.  Inc. 

Life-Scan.  Inc. 

Mayne  Pharma 

McKesson  Corp 

McKesson  Provider  Technologies 

Automation  Group 
Merck  &  Company,  Inc. 
Moses  Cone  Health  System 
Mutual  Wholesale  Drug  Company 
NC  Association  of  Pharmacists 
NC  Coalition  for  Healthy  Solutions 
Nephron  Pharmaceuticals  Corp. 
NorthEast  Medical  Center 
Novant  Health 
Novo  Nordisk.  Inc. 
Omnicell 

Ortho-McNeil  Pharmaceutical 
Parata  Systems.  LLC 
Pfizer.  Inc. 

Pharmacists  Mutual  Companies/PMG 
QS/1  Data  Systems 
Reliant  Pharmaceuticals 
Sanofi-Aventis 
Sandoz 

Schering-Plough 
Shared  Services  Healthcare,  Inc. 
Seaside  Embroidery  &  Accessories 
SecondStory  Health.  LLC 
Smith  Drug  Company 
Takeda  Pharmaceuticals  North 

America,  Inc. 
Talecris  Biotherapeutics 
U.S.  Army  Healthcare  Recruiting 
VIP  Computer  Systems,  Inc. 
Wal-Mart  Stores,  Inc. 
Wiser  Financial 
Wyeth 
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"Thank  You"  to  our 

2006  NCAP  Convention 

Sponsors  &  Contributors 


Attendees  filled  the  exhibit  hall  Monday  afternoon  to  view  the 
Residency  Showcase  and  exhibits. 


Platinum  Sponsors 

Pharmacists  Mutual  Companies  / 

PMG 

SecondStory  Health.  LLC 

Contributors 

Campbell  University  School  of 

Pharmacy 
CVS 

Durham-Orange  Pharmacist  Assoc. 
H  &  H  Wholesale  Services 
Healthcare  Consultants  Pharmacy 

Staffing 
Hire  Dynamics  Rx 
Kerr  Drug 
Kroger 

Lynn's  and  Daphne's  Hallmark  Shops 
Jean  Morse 

NC  Mutual  Wholesale  Drug  Company 
Pfizer.  Inc. 

Pharmacy  Network  Foundation 
Pharmacy  Foundation  of  NC  (UNC) 
Rx  Systems.  Inc. 
Sanofi-Aventis 

Triangle  College  of  Clinical  Pharmacy 
UNC  School  of  Pharmacy 
VIP  Computer  Systems 
Wake  County  Pharmaceutical  Assoc. 
Walgreens 
Wal-Mart 
Wingate  U.  School  of  Pharmacy 

"Reach  One  for  NCAP" 

Congratulations  to  Jean  Douglas  who 
won  a  free  one-year  NCAP  member- 
ship for  sponsoring  a  new  NCAP  mem- 
ber. A  special  thanks  the  following  for 
sponsoring  a  new  member(s)  in  2006: 


Kevin  Almond 
Jim  Beardsley 
Lon  Brown 
Steve  Caiola 
Robert  Carta 
Jean  Douglas 
Fred  Eckel 
Leigh  Foushee 
Eric  Locklear 
Carolyn  Luckett 
Eleanor  Lunasin 
Frank  McCree 


Mark  Moore 
Wallace  Nelson 
Elizabeth  Oldham 
Lorie  Poole 
Carolyn  Robbins 
Chris  Sain 
Ben  Smith 
Athena  Smithwick 
Davie  Waggett 
Beth  Williams 
Dennis  Williams 


Putting  for  prizes  in  the  exhibit  hall. 


Prizes  Awarded 

Attendees  who  visited  25  or  more 

exhibit  booths  were  entered  into  a 

drawing.  The  following  prizes  were 

awarded: 

Amanda  Byrd  won  $1 00  gift  card  to 

Lowes. 

Alisa  Ortman  won  free  registration  to  a 

2007  NCAP  meeting. 

John  Bukowski  was  chosen  to  receive 

a  free  2007  NCAP  membership, 

donated  by  SecondStory  Health,  for 

participating  in  an  educational  survey. 


Our  Company  Makes  the  Promise. 
Our  People  Stand  Behind  It. 


Pharmacists 

MutualCompan 

One  Pharmacists  Way.  Highway  18  West 
P.O.  Box  370  •  Algona,  1A  5051  1-0370 


Pharmacists  Mutual  Insurance  Company 
Pharmacists  Life  Insurance  Company 
Pharmacists  National '  Insurance  Corporation 
Pro  Advantage  Services.  Inc. 
PMC  Quality  Commitment,  Inc. 


Pharmacists  Mutual  is  endorsed  by  the  North  Carolina  Association  of  Pharmacists  (compensated  endorsement). 


Ron  Stoli,  LUTCF 

Summerfield.  NC  27358 
800-247-5930  ext.  7137 
ron.stoll@phmic.com 
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A  Survey  Of  Leadership  Interest  Among  Pharmacy  Students  In  NC 


by  Binita  Patel  Naik,  PharmD 
Ellen  Williams.  RPh.  MBA 
Susan  Sutherland,  PhD 

According  to  the  current  literature,  there  will  be  a  significant 
gap  in  leadership  in  the  next  five  to  ten  years  due  to  current  leaders 
retiring,  changing  demographics  of  pharmacy  schools,  lack  of  inter- 
est among  current  practitoners  and  students,  and  not  enough  qualified 
persons  to  replace  current  leaders.  Literature  surrounding  this  topic 
is  limited.  However.  Sara  White.  ASHP  Foundation  Scholar  in-resi- 
dence.  conducted  an  ASHP  national  survey  of  517  directors,  middle 
managers,  pharmacy  students,  current  practitioners,  and  employers 
to  assess  the  situation  of  current  and  future  leaders  in  pharmacy  and 
to  stimulate  recommendations  for  preventing  a  shortage  in  leader- 
ship. The  results  of  the  survey  showed  most  directors  and  middle 
managers  are  satisfied  with  their  jobs,  however,  most  anticipated 
leaving  their  job  in  the  next  five  to  ten  years.  When  asked  about 
replacements  for  their  positions,  77%  of  directors  were  concerned 
with  not  having  adequate  replacements.  Of  the  pharmacy  students 
and  the  current  practitioners,  24%  and  9%  respectively  would  defi- 
nitely seek  a  leadership  position. 

My  research  is  an  extension  of  Sara  White"s  work.  The  primary 
objective  is  to  investigate  the  level  of  leadership  interest  among 
pharmacy  students  in  North  Carolina  (NC).  All  three  pharmacy 
schools  in  NC  participated  in  the  survey:  Campbell  University, 
University  of  North  Carolina  at  Chapel  Hill,  and  Wingate  University. 
It  is  a  prospective,  cross-sectional  survey  conducted  from  January 


Results:  Demographics 

Class 

n=686 

1st                        32.2% 

2nd                       34.4% 

3rd                      33.2% 

Results:  Demographics 

Gender 

n=686 

Male                   32.5% 

Female                67.5% 

Results:  Demographics 

Currently  Holding  Leadership 

Positions 

n=686 

No                        48% 

Yes                        52% 

Plans  Post-Graduation 

n=686 

Community  Pharmacy 

53.7 

Residency 

27.8% 

Hospital  Pharmacy 

1 1 .8% 

Industry 

3.8% 

Graduate  School 

2.1% 

Other 

0.7% 

2006  to  February  2006.  Intuitional  Review  Board  (IRB)  approval 
was  obtained.  The  survey  was  conducted  during  class  time  in  or- 
der to  have  a  high  response  rate.  Standardization  for  analyzing  the 
data  was  conducted  by  statisticians.  The  inclusion  criteria  for  the 
survey  were  the  following:  pharmacy  student  attending  one  of  NC 
pharmacy  schools,  must  be  a  first,  second  or  third  year  pharmacy 
student,  full-time  student,  and  anticipate  practicing  in  the  field  of 
pharmacy.  Exclusion  Criteria  consisted  of  the  following:  fourth 
year  students,  attends  pharmacy  school  outside  NC,  non-traditional 
PharmD  students,  and  seeking  career  outside  of  the  practice  of 
pharmacy.  A  total  of  909  pharmacy  students  were  surveyed.  686 
f75%)  participated  in  survey,  and  575  (63%)  answered  the  survey 
completely  ( 1 ). 

Results: 

In  conclusion,  most  pharmacy  students  plan  to  have  careers  in  com- 
munity pharmacy  and  NC  pharmacy  students  appear  to  have  more 
interest  in  leadership  compared  to  national  survey.  Those  students 
who  plan  to  pursue  leadership  want  to  in  order  to  make  changes. 
Limitation  to  the  survey  included:  it  being  a  survey  restricted  to 
NC  pharmacy  students,  and  excluded  current  practitioners.  Future 
direction  for  the  survey  would  be  to  survey  a  larger  pool  of  pharmacy 
students  and  provide  recommendations  to  develop  leaders.  I  would 
like  to  acknowledge  Ellen  Williams.  RPh.  MBA,  Susan  Sutherland, 
PhD,  Elizabeth  L.  Michalets,  PharmD.  and  Campbell,  UNC  and 
Wingate  University  Schools  of  Pharmacy. 

Reference: 

1.       White,  Sara.  Am  J  Health  Syst  Pharm.  2005  Apr  15:62(81:845-55 


Post-Graduation  Plans  by  GPA 

Post  Grad  Plans                n=330 

GPA  (mean  +  SEM) 

Residency/Grad  School    99  (30%) 

3.5+  _ 

_0.039 

Other                                 231  (70%) 

3.28  + 

0.026 

p<0.0001 

Post-Graduation  Plans  by  Gender 

n=575 

Women  n=388 

Residency/Graduate  School            33.8% 

Other                                               66.2% 

Men  n=187 

Residency  Graduate  School            21.9% 

Other                                               78.1% 

p=0.0037 

Reasons  tor  No  Post-Graduate  Plans 

n=403 

Money 

55.1% 

Extra  Schooling  Required 

52.1% 

Not  Necessary 

34.2% 

Personal  Obligations 

27.3% 

Lack  of  Opportunities 

5.5% 

Other 

0.7% 
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Students  Who  Plan  to  Seek  a  Leadershi 

p  Position        n=686 

NC 

ASHP  Forum 

Definitely  Will 

27.1% 

23.7% 

Probably  Will 

41 .2% 

37.6% 

Not  Sure 

24.4% 

31 .5% 

Probably  Will  Not 

7.0% 

6.2% 

Definitely  Will  Not 

0.4% 

0.9% 

Results: Type  of  Positions 

n=533 

Manager,  community 

63.6% 

Clinical  Coordinator 
Director,  hospital 

38.5% 
27.4% 

State/National  Organization  21.3% 

Other  3.8% 


Results:  Reasons  to  Seek  a  Leadership  Position          n=533 

NC 

ASHP  Forum 

Ability  to  Make  Changes   82.9% 

50.3% 

Higher  Earning  Potential   57.4% 

24.4% 

Working  Hours                  36.7% 

21.3% 

Challenging  Work              37.1% 

52.2% 

Other                                   1.1% 

0.8% 

Introducing  the 
Binary  Collection  Program 

An  innovative  way  to  manage  your  accounts  receivable 

for  less  than  10%  Per  Account  - 

Regardless  Of  The  Amount  Owed! 

The  Binary  Programs  concept  successfully  collected  over  $1  billion 

dollars  last  year  and  serviced  over  50.000  credit  grantors.  It  is  unrivaled 

in  its  ability  to  recover  lost  profits,  reduce  bad  debt  and  write-offs,  and 

permanently  increase  your  cash  flow.  Tek-Collect  is  a  member  of  the 

American  Collectors  Association  and  is  licensed  and  bonded  in  all  states 

where  required  by  law. 


Ml! 


1 


Primary  Collection  Phase 

Personal  contacts  by  Regional  Collection  Managers.  •  High  impact 

printed  contacts  including  an  attorney  demand.  •  National  Credit  Bureau 

reporting,  •  Payments  made  directly  to  you  for  immediate  cash  flow.  •  All 

for  a  low  fixed  fee  of  generally  less  than  10%  •  100%  Collection  Guarantee 

Managing  Cash  Flow 

Maintaining  cash  flow  is  imperative  to  any  business.  Early  referral  of 

delinquent  accounts  is  the  key  to  a  positive  cash  flow  and  prevents  the 

deterioration  that  comes  as  accounts  age.  Tek-Collect's  Preventative 

Maintenance  Accounts  Receivable  Management  System  offers  a  low 

fixed  fee  that  makes  early  referral  economical. 

For  more  information  about  the  Binary  Collection  Program  contact: 

Rick  Toot,  Area  Manager,  Charlotte,  NC 

DIRECT  704-566-4079  Cell  Ph.;  704-517-7533 

EMAIL:  RTOOT03@BELLSOUTH.NET 


Reasons  Not  to  Seek  a  Leadership  Position  n=42 

Lifestyle  83.3% 

More  Responsibilities        47.6% 

Inflexible  Work  Hours        31 .0% 

Give  Up  Clinical  Practice  1 6.7% 

Lack  of  Opportunities  0.0% 


Preparation  for  Leadership 

Definitely  Seek  n=1 31  27.5% 
Probably  Seek  n=1 98  41.6% 
Not  Sure  n=32  23.7% 


n=361 


Perception  of  Current  Leadership 

n=686 

School  Level 

Excellent 

55.7% 

Mediocre 

32.4% 

Poor 

1 .9% 

No  Opinion 

10.1% 

State  Level 

Excellent 

40.5% 

Mediocre 

27.4% 

Poor 

1 .4% 

No  Opinion 

32.4% 

National  Level 

Excellent 

40.9% 

Mediocre 

21 .9% 

Poor 

2.1% 

No  Opinion 

35.1% 

CHET  SAVS. 


PWRMS'PIFF  M 


t^ 


a  paper  umbrella  can  make  a 

shirley  temple  'tropical  ano 

exotic:  using  msn/pharmstaff 

can  help  take  you  someplace 

tropical  and  exotic,  too. 

Calling  MSN/Pharmstaff  is  good,  sound  advice. 
Whether  you're  a  pharmacy  manager,  or  a 
pharmacist  looking  for  great  opportunities, 
we  do  all  the  work  so  you  can  spend  more  time 
having  fun  (like  going  someplace  exotic!). 

LOCAL  •  TRAVEL  •  TEMPORARY  •  PERMANENT 
TOP  PAY  &  BENEFITS  •  BONUSES 

800 .  223.9230  AASNPhormQcy.com 


North  Carolina  Pharmacist,  Fall   2006  2 1 


Pharmacy  Time  Capsules 


From  the  American  Institute  of  the  History  of  Pharmacy 


By  Dennis  B.  Worthen,  Lloyd  Scholar,  Lloyd 
Library  and  Museum,  Cincinnati,  OH 

1981 — Twenty-five  years  ago: 

•  First  vaccine  for  Hepatitis  B  (Heptavax 
B)  is  approved. 

•  Captopril,  (Capoten)  the  first  orally  active 
angiotensin-converting  enzyme  inhibitor 
was  marketed  by  Squibb. 

•  There  were  72  colleges  and  schools  of 
pharmacy  accredited  by  ACPE.  7,323  grad- 
uates with  first  professional  degree,  a  de- 
cline of  almost  69c  from  the  previous  year 
and  the  4th  year  of  decline. 

•  IBM  personal  computer  introduced. 

1956 — Fifty  years  ago: 

•  The  Narcotics  Control  Act  is  enacted;  it 
provides  the  death  penalty,  if  recommend- 
ed by  the  jury,  for  the  sale  of  heroin  to  a 
person  under  eighteen  by  one  over  eighteen 
and  increases  the  penalty  for  the  sale  or  use 
of  marijuana. 

•  There  were  75  colleges  of  pharmacy  ac- 
credited by  the  American  Council  on  Phar- 
maceutical Education  with  student  mem- 
bership in  APhA  of  13.100. 

•  Methylphemdate  hydrochloride  (Ritalin) 
was  marketed  by  CIBA,  first  for  depression 
and  fatigue  it  soon  found  use  in  the  treat- 
ment of  pediatric  hyperactivity,  or  atten- 
tion deficit  hyperactivity  disorder  (ADHD) 


1931 — Seventy-five  years  ago: 

•  Paul  Karrer  successfully  isolated  Vitamin 
A  from  cod-liver  oil;  it  was  the  first  of  the 
vitamins  of  which  the  chemical  structure 
was  clarified. 

•  National  Drug  Store  Survey  starts  in  St. 
Louis  by  the  Commerce  Department  with 
an  object  to  help  the  small  business  phar- 
macist. Topics  included  the  prescription 
department,  store  location  and  merchan- 
dising and  included  both  metropolitan  and 
rural  stores. 

•  First  indictment  in  Dallas  County  Texas 
for  the  illegal  sale  of  marijuana.  The  Texas 
penalty  was  a  fine  of  $25  to  $500  or  a  jail 
sentence  of  between  one  to  12  months. 

•  National  Pharmacy  Week  was  promoted 
through  a  national  window  display  compe- 
tition with  the  winner  receiving  the  Robert 
J.  Ruth  trophy,  named  in  honor  of  the  origi- 
nator of  Pharmacy  Week.  The  first  winner 
was  Haussman's  Pharmacy  of  Philadel- 
phia, PA. 

1906 — One  hundred  years  ago: 

•  German  bacteriologist  August  Wasserman 
develops  a  test  for  syphilis. 

•  Upton  Sinclair  publishes  "The  Jungle." 
a  muck-raking  novel  about  the  American 
meat-packing  industry  directly  leading  to 
the  passage  of  the  Pure  Food  and  Drug 
Act. 


•  Death  of  Chicago  pharmacist  Albert  Eb- 
ert,  founder  of  American  Pharmacy's  old- 
est award  on  November  6. 

1881 — One  hundred  twenty-five 
years  ago: 

•  Nebraska  Pharmaceutical  Association 
formed. 

•  Proprietary  Association  of  America  (orig- 
inally Proprietary  Medicine  Manufacturers 
and  Dealers  Association)  was  formed  to 
lobby  for  the  repeal  of  a  Civil  War  tax.  The 
name  was  changed  to  the  Nonprescription 
Drug  Manufacturers  Association  (1990) 
and  then  to  Consumer  Health  Care  Prod- 
ucts Association  (1999). 

•  Alexander  Fleming,  the  discoverer  of 
penicillin,  was  born  on  August  6.  1881  in 
England. 

•  In  May  1881,  Louis  Pasteur  demonstrat- 
ed the  effectiveness  of  vaccinating  sheep 
against  live  anthrax. 

One  of  a  series  contributed  by  the  Ameri- 
can Institute  of  the  History  of  Pharmacy,  a 
unique  non-profit  society  dedicated  to  as- 
suring that  the  contributions  of  your  pro- 
fession endure  as  a  part  of  America's  his- 
tory. Membership  offers  the  satisfaction 
of  helping  continue  this  work  on  behalf  of 
pharmacy,  and  brings  five  or  more  histori- 
cal publications  to  your  door  each  year.  To 
leani  more,  check  out:  www.aihp.org 


Design  By  a  Pharmacist  For  Today's  Pharmacy 

Specializing  in  "Pharmergonomic"  Design 

•  Professional  Store  Planning  •  Madix  Store  Fixtures  • 

•  Consultation  Areas  •  Disease  Management  Rooms  • 

•  Compounding,  Clean  &  Ante  Rooms  •  Unit  Dose  • 

•  Custom  Woodworking  &  Laminates  •  Installation  • 
•  Over  37  Years  Rx  Experience  •  1 5-Year  Store  Owner  • 

Call  or  Fax  Toll  Free  888-265-1566  •  Greenville,  SC 

Fixture  Resource,  Inc.  •  •  •  Ron  Burkhart,  RPh 
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NCAP  Offers  Online  Pharmacist  Refresher  Course  and.... 

NCAP  has  partnered  with  the  Conneeticut  Pharmacy  Association  to  offer  The  Pharmacist  Refresher  Course.  The  online  course  is 
designed  for  pharmacists  who  wish  to  return  to  community  pharmacy  practice  after  an  absence  from  practice  for  three  or  more 
years.  The  course  consists  of  three  modules,  all  of  which  have  been  approved  for  American  Council  on  Pharmaceutical  Education 
( ACPE)  continuing  education  credits.  The  first  two  modules  are  completely  online  and  composed  of  weekly  study  segments  that 
allow  course  participants  to  work  at  their  own  pace,  on  their  own  time.  The  third  module  consists  of  a  three-week,  90-hour  live 
experience  in  a  community  pharmacy.  NCAP  will  assist  in  sourcing  pharmacies  at  which  participants  can  complete  the  module. 
Only  those  who  participate  in  all  three  modules  will  earn  a  Pharmacist  Refresher  Course  Certificate  from  Charter  Oak  State  Col- 
lege. Those  taking  modules  One  and/or  Two  for  personal  enrichment  will  earn  ACPE  credits  through  CPA. 

A  Two-Week  Online  Pharmacy  Law,  QA  Course 

This  course  is  meant  to  give  home  study  law  credit  to  any  pharmacist  wanting  to  learn  about  quality  assurance  strategies  and  North 
Carolina's  pharmacy  laws.  This  course  can  be  used  to  prepare  for  reciprocity  into  North  Carolina,  or  for  those  who  want  an  update 
on  Pharmacy  Law  and  Quality  Assurance.  Students  must  follow  the  two-week  course  schedule.  Online  discussion  boards  and 
instructor  monitoring  and  interaction  keep  you  on  track  throughout  the  course.  Tests  and  quizzes  track  your  progress  (you  must 
receive  a  10%  or  higher  to  pass  this  course  and  get  credit). 

This  course  is  offered  the  first  two  full  weeks  of  every  month.  The  registration  deadline  is  the  Thursday  before  each  monthly 
course  starts.  This  course  is  accredited  by  ACPE  for  15  hours  of  home  study  law  education.  Partial  credit  will  not  be  awarded. 
You  must  finish  the  course  in  the  two  weeks  allowed  during  the  month  you  started. 
Upon  completion  the  student  will  be  able  to: 

Explain  all  laws  pertaining  to  prescription  processing  of  non-controlled  and  controlled  substances  and  the  record-keeping  of  those 
substances.  Compare  laws  pertaining  to  pharmacists"  supervision  of  interns,  technicians  and  temporary  pharmacists.  Identify  the 
duties  and  limitations  of  the  technicians.  Explain  the  ethics  of  filling  prescriptions  and  confidentiality  with  regard  to  HIPAA.  Ex- 
plain the  requirements  of  OBRA  and  who  is  allowed  to  counsel  or  make  the  offer  to  counsel.  Explain  the  definition  of  a  prescription 
error  and  the  types  of  prescription  errors.  Identify  examples  of  sound-alike  /  look-alike  drugs,  confirmation  bias  and  other  issues 
impacting  error  prevention.  Explain  the  FDA  and  USP  Medwatch  Error  Reports.  Identify  ways  of  handling  a  prescription  error. 
Develop  a  quality  assurance  program  for  error  prevention  and  reporting. 
Call  NCAP  at  919-967-2237  or  visit  our  Web  site  at  www.ncpharmacists.org  for  more  information. 


Some  call  him 


HERO 


we  call  him  Bob. 


From  filling  your  vacancy  needs 

to  finding  opportunities  for  additional  income, 
~^eJ<La^.. .  .Bob  is  just  one  of  many  super  customer 
service  reps  to  help  you  with  your  needs. 


HEALTHCARE  CONSULTANTS 
PHARMACY  STAFFING 

phone  800-642-1652  •  fax  800-439-4160 
www.pharmacy-staffing.com 


Alabama  •  Arizona  •  Florida  •  Georgia  •  Kentucky  •  Louisiana  •  Mississippi  •  Nevada  •  N.  Mexico  •  North  Carolina  •  South  Carolina  •  Tennessee  •  Texas 


North  Carolina  Pharmacist,  Fall   2006  23 


l'< 


In  Remembrance 

^^t»  Rebecca  Stewart  Work,  born  on  Sep- 

gd  tember  27,  1948  in  Monroe,  NC,  died  on 

WSB?!  Wf  August  23rd  at  the  Duke  Health  Inpatient 
Hospice  in  Hillsborough  after  battling  lung 
cancer  for  more  than  five  years.  She  is 
survived  by  her  husband,  Board  of  Phar- 
macy Executive  director  Emeritus  David 
Work  of  Chapel  Hill,  and  their  daughter, 
Susan  Work,  of  Arlington,  VA 

She  was  active  in  the  Woman's  Auxiliary  of  the  North  Carolina 
Association  of  Pharmacists  and  Zonta  International,  the  women's 
service  club.  She  was  always  eager  for  a  good  game  of  bridge, 
and  was  also  a  loyal  supporter  of  Tar  Heel  basketball  for  40 
years.  Rebecca  enjoyed  traveling  throughout  the  United  States, 
including  Hawaii,  Europe,  the  Caribbean,  and  Australia. 

Rebecca  graduated  from  UNC-Chapel  Hill  in  1970  with  a  Bach- 
elor's degree  in  Business  Administration.  She  was  an  administra- 
tor at  the  School  of  Pharmacy  at  UNC-Chapel  Hill,  holding  various 
positions  as  assistant  to  five  Deans  of  the  School  of  Pharmacy, 
and  retiring  in  the  summer  of  2000  after  30  years  of  service. 

The  family  requests  that  memorials  be  made  to  the  American 
Cancer  Society,  designated  for  further  research  on  lung  cancer, 
P.O.  Box  22718.  Oklahoma  City,  OK  73123;  or  the  Lung  Cancer 
Alliance,  888  16th  St. 


All 


BUSINESS 
BROKERS 


® 


VR  Has  Sold  More  Businesses  In  North  America  Than  Anyone 

THINKING  OF  SELLING  YOUR 
PHARMACY? 

Selling  your  business  is  our  only  business.  We  closed 

on  an  independently  owned  pharmacy  very  recently  and 

this  is  a  direct  quote  from  our  client! 

"you  do  not  have  to  sell  to  a  big  drug  chain.'  there  are 
buyers  out  there... 

I  WAS  ...  REFERRED  TO  Mr.  BRAD  OfFERDAHL.    Mr.  OFFERDAHL  ... 

FOUND  SEVERAL  POTENTIAL  BUYERS. . . 

...MADE  SURE  THAT  EVERYTHING  WAS  TAKEN  CARE  OF  INCLUDING  S 

ECURING  A  LAWYER,    FINANCING,  AND  CONTRACTS. 

IF  YOU  DESIRE  TO  SELL  YOUR  PHARMACY,  I  WOULD  HIGHLY 

RECOMMEND  Mr.  OFFERDAHL...  " 

we  can  do  the  same  for  you!  for  a  free,  no 
obligation,  consultation  call! 

Brad  Offerdahl 

Ph:  704.676.0940 

E-mail:  brad@vrcharlotte.com 


c 


DISPLAY  Options,  Inc. 


RETAIL  &  WHOLESALE  DESIGN 
FIXTURES  AND  INSTALLATION 


founded  1973 


A  customer  focused,  design,  display  and 

installation  company  with  over  30  years  in 

planning  and  installing  over  1300  Independent 

Pharmacies  in  the  Southeast. 


5  t  H 


Rx  Planning  &  Designer 
Craig  Ashton 


Compounding  Labs 

Pharmacy  Automation 

Patient  Consultation  Areas 

Merchandising 

Stocking  Lozier  Distributor 

Retail  and  Pharmacy  Fixtures 

Custom  Wood  Work 

Professional  Installation  and  Delivery 


Charlotte  -  Chapel  Hill  -  Charleston 

1-800-321-4344 

www.  displayoptions.  com 
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Small  Doses 


NCAP  sponsored  the  White  Coat 
Ceremony  at  UNC  School  of  Pharmacy. 

UNC  White  Coat  Ceremony 

Approximately  150  third-year  students  at 
the  UNC  School  of  Pharmacy  donned  the 
traditional  symbol  of  health-care  profes- 
sionals at  the  school's  annual  White  Coat 
Ceremony  held  March  3 1 .  The  event,  spon- 
sored by  the  North  Carolina  Association  of 
Pharmacists,  marks  the  students'  transition 
into  the  final  year  of  the  Doctor  of  Pharma- 
cy program  and  impresses  upon  them  the 
responsibility,  professionalism,  and  com- 
mitment expected  of  them.  The  keynote 
speaker  was  Ray  Booth,  PhD.  NCAP  presi- 
dent Dennis  Williams  and  fourth-year  stu- 
dent Virginia  Williams  also  spoke.  Approx- 
imately 700  people  attended  the  event. 

Maddox  Appointed  to  NCPA 
Dean's  Advisory  Council 

Campbell  Uni- 
versity's School 
of  Pharmacy  con- 
tinues to  rise  to 
the  top  as  Dean 
Ronald  Maddox 
is  named  to  the 
2006  National 
Community 
Pharmacists  As- 
sociation (NCPA) 
Dean's  Advisory  Council.  The  Council 
provides  input  to  the  National  Community 
Pharmacists  Association  and  Foundation 
on  new  projects  and  initiatives  that  will 
promote  entrepreneurialism  within  phar- 
macy schools.  Discussion  topics  for  the 
current  year  include  the  impact  of  state 
budget  cuts  to  Medicare  and  Medicaid  pro- 
grams and  Medication  Therapy  Manage- 
ment Services. 


Ronald  Maddox 


Maddox  was  named  founding  dean  of 
Campbell  University's  School  of  Pharmacy 
in  1985  and  continues  to  serve  as  profes- 
sor and  dean  today.  Maddox  received  the 
North  Carolina  Pharmaceutical  Associa- 
tion's 1990  Award  for  Outstanding  Ser- 
vice to  the  Profession  of  Pharmacy  and  the 
American  College  of  Apothecaries'  1995 
Dean  Recognition  award  for  outstanding 
service  to  independent  pharmacy. 

Convocation  Features 
NCBOP  Executive  Director 


From  left:  Amanda  Greenwood,  a  Campbell 
alumna  and  member  of  the  Alumni  Board  of 
Directors  of  the  Campbell  School  of  Pharmacy, 
Dean  Ronald  Maddox;  Jack  Watts,  a  Campbell 
trustee  and  member  of  the  Board  of  Advisors  for 
the  pharmacy  school;  Dennis  Bazemore.  vice 
president  for  Student  Life;  and  Jay  Campbell 

Jay  Campbell,  executive  director  of 
the  North  Carolina  Board  of  Pharmacy, 
was  the  keynote  speaker  at  the  Campbell 
University  School  of  Pharmacy's  opening 
convocation  recently.  He  now  serves  as  an 
adjunct  professor  of  pharmacy  at  Campbell 
University. 

"Pharmacy  is  a  profession  undergoing  a 
great  deal  of  change — some  due  to  inter- 
nal and  some  to  external  pressures,"  said 
Campbell,  who  was  named  executive  direc- 
tor of  the  state  board  of  pharmacy  in  2006. 
"To  navigate  these  changes,  pharmacy  must 
have  strong  and  effective  leadership." 

As  leaders,  Campbell  advised  students 
to  be  true  to  themselves  above  all,  accept 
praise  with  humility,  praise  their  team- 
mates, know  the  difference  between  a  man- 
ager and  a  leader  and  always  have  a  vision. 
"A  lack  of  forward  vision  will  change  you 
from  a  leader  to  a  reactor,"  he  said. 

Campbell's  School  of  Pharmacy  wel- 
comed 108  new  students  and  322  returning 
students  to  the  program. 


Holmes  Receives 
Honorary  Life  Award 

Thomas  J.  Hol- 
mes, Jr.,  associ- 
ate dean  for  Aca- 
demic Affairs  and 
professor  of  Phar- 
I  maceutical  Sci- 
k  I  ences    at    Camp- 

k\v/jl      ,;  bell       I 
A    ff'  H       I  School    of   Phar- 
Thomas  Holmes  macY-      received 

-  an  Honorary  Life 
Award  from  the  Pharmacy  Alumni  Asso- 
ciation in  appreciation  of  his  commitment 
to  the  School  of  Pharmacy.  The  award  was 
presented  during  the  annual  alumni  reunion 
weekend  held  in  Myrtle  Beach.  SC. 

"The  most  satisfying  part  of  my  job  is  see- 
ing the  students  develop  from  the  time  they 
enter  into  the  School  of  Pharmacy  to  their 
graduation"  explained  Holmes.  "When  I 
see  their  class  pictures.  I  see  the  individual 
instead  of  the  whole  group  because  I  have 
the  chance  to  personally  interact  with  each 
student  and  watch  them  grow." 

A  candidate  is  nominated  for  the  Hon- 
orary Life  Award  by  a  pharmacy  alumni 
association  member  and  presented  to  the 
board  of  directors  for  an  official  vote.  To 
be  nominated  for  this  award  the  individual 
must  have  shown  his  or  her  personal  dedi- 
cation to  the  students  and  alumni  of  the 
School  of  Pharmacy.  The  recipient  receives 
a  plaque,  membership  lapel  pin  and  a  life- 
time membership  to  the  association. 


calendar 


Feb.  18-19,  2007:  Community  Care 
Practice  Forum  meeting,  Chapel 

Hill,  NO 

March  29-30, 2007:  Chronic  Care 
Practice  Forum  meeting,  Concord, 
NC. 

April  23-25,  2007:  Acute  Care 
Practice  Forum  meeting, 

Greensboro,  NC. 

For  more  information  about  these 

and  other  events  please  visit 

www.ncpharmacists.org 
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pharmacy  technicians  certified  by  the 
Pharmacy  Technician  Certification  Board. 
"Earning  my  PTCB  certification  meant 

the  WOrld  tO  me.  Having  the  CPhT  designation 
behind  my  name  gives  me  a  professional  edge  over  those 
without  it.  The  skills  and  knowledge  that  I  learned  through 
the  PTCE  exam  process  helped  me  become  more  confident 
in  my  skills  and  abilities,  which  led  to  my  promotion.  Most 
importantly,  I  am  a  valued  member  of  the  pharmacy  team." 

•  PTCB  is  the  National  Standard  for  the  certification  of 
pharmacy  technicians. 

•  The  PTCB  examination  is  applicable  to  all  practice  settings. 

•  PTCB  is  included  in  the  regulations  of  30  state  boards 
of  pharmacy. 

•  The  exam  will  transition  to  Computer- 
Based  Testing  in  February  2007. 
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Durham,  NC    919  968-1440     VAVw.secondstoryheal1h.com 


Finally... 
a  rational 
response  to 


wAU  VOI  Qv 

event 

reporting 

and 

management 
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Improve  Quality 
and  Satisfaction 


Decrease  Costs 
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£20 


years 


Computer  Systems,  Inc.  1985-2005 

As  NC's  only  independently  owned  &  operated  pharmacy  software  company, 

VIP  adapts  to  your  pharmacy's  NC  Medicaid  needs. 

•  assigns  6  month  expiration  and  tracks  exempt  letters 

VIP  specializes  in  Customer  Service. 

•  on-site  installation  &  conversion 

•  on-call  technical  support 

•  individualized  training 

VIP  Pharmacy  Management  System  offers: 

•  prescription  processing  •  electronic  billing 

•  accounts  receivable  •  cash  register  and  receipt  printing 

•  inventory  management  •  electronic  signature  capture  (e-sig) 

•  interactive  voice  response  (ivr)  •  barcoding  for  POS 

•  pre  and  post  editing  •  NDC  scanning 

•  HIPAA  Security  Compliant  •  long  term  care 

Make  a  move  to  the  future  of  pharmacy 

with  the  most  progressive  pharmacy  management  system  available. 

VIP  Pharmacy  Management  System 

— for  that  Very  Important  Pharmacy...  YOURS! 

VIP  Computer  Systems,  Inc.        Phone  (919)  644-1690 
1 38  North  Churton  Street  Fax       (91 9)  644-1 694 

Hillsborough,  NC  27278  Email     sales@vip-pharmacy.com 

l..l.rt...l.l.l.l.l..l.l..ll...lli..ll......lll.l..l.li.l.l..l 
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Health  Sciences  Library 

Cb#  7585  l' — 

Chapel    Hi.    581    fl3  PjVOOOl 

0B/81/07  4E210    . 


V; 


Vf 


